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Texas Delegates at AMA Meet 


Support of the concepts of “free choice of physician,” 
continuing physician participation in community studies on 
aging, and methods of handling narcotic drug addiction 
were issues which commanded the attention of Texas dele- 
gates during sessions of the American Medical Association 
House of Delegates in Washington, D. C., on November 
28-30. 

Texas delegates joined physicians from Colorado, Ken- 
tucky, and California in leading a successful floor discussion 
which preserved the AMA’s present definitive policy related 
to “free choice of physicians.” Their arguments prevailed 
over a recommendation of the AMA’s Committee on Medi- 
cal Care for Industrial Workers, which would have given 
it the prerogative of altering the policy which states that 
the degree of “free choice of physician” accorded to patients 
is a significant yardstick in determining the quality of a 
medical care plan. 

Texas delegates presented a resolution urging physicians 
throughout the nation to continue to participate in com- 
munity studies on aging. The resolution was compatible with 
a report of the AMA’s Committee on Aging which com- 
mended “the initiative displayed by medical societies and 
individual physicians during the past year in developing and 
implementing positive programs for older people at state 
and local levels and encouraging continued leadership and 
participation by the medical profession in community pro- 
grams for seniors.” 

Active support by Texas delegates also was given to a 
North Carolina resolution expressing the view that the am- 
bulatory clinic plan for the treatment of narcotic addiction 
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is inadequate and medically unsound. In-oppos- 
ing the development of such plans, the resolu- 
tion called for support of (1) measures requir- 
ing compulsory civil commitment of drug ad- 
dicts to institutions designed for the treatment 
and cure of addiction; (2) the advancement of 
measures designed for the rehabilitation of the 
addict; and (3) the dissemination of factual 
information on narcotic addiction to members 
of the medical profession. 

These recommendations previously were em- 
bodied in the policies of the AMA, as adopted 
by the House of Delegates in 1924 and again 
in 1958. The resolution was referred to the 
AMA Council on Mental Health for its infor- 
mation and consideration in connection with a 
continuing study on narcotics. 

Physicians who represented Texas in the 
House of Delegates were Drs. G. W. Cleve- 
land, Austin; J. B. Copeland, San Antonio; 
John K. Glen, Houston; M. O. Rouse, Dallas; 
Troy A. Shafer, Harlingen; J. C. Terrell, Steph- 
enville; T. C. Terrell, Fort Worth; and James 
H. Wooten, Columbus. 

Additional significant actions of the AMA 
House of Delegates are given in a story on page 
953 of this issue. 


The AMEF Drive 


Although the 1960 American Medical Edu- 
cation Foundation fund raising drive is official- 
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ly over, checks and pledges continue to pour 
in. As of October 31, a total of $26,971.81 
in contributions and pledges from 1,259 Texas 
donors (including members of the Woman’s 
Auxiliary) had been reported by the national 
office of AMEF. This figure will undoubtedly 
be much greater when a final tally has been 
made. Many letters and notes have indicated, 
further, that the donor had already given to 
his school, either directly or through an alumni 
fund. In 1959, donations to AMEF and to 
medical school alumni funds totaled more than 
$100,000. 

For all of these contributions, the Texas 
Medical Association Committee for the Amer- 
ican Medical Education Foundation is deeply 
grateful. Committee members are also deeply 
appreciative of the county societies that con- 
tinue to give unanimously and those new ones 
which have announced that they are “100 per 
centers” this year. They are setting an example 
for all to emulate. 

AMEF funds are used as follows: 

1. To attract and retain competent instruc- 
tors by augmenting salaries. 

2. To purchase needed equipment not avail- 
able through annual budgets. 

3. To provide medical school deans with 
emergency funds that are unrestricted in use. 

If readers have not yet given or made a 
pledge, they are urged to do so at their earliest 
convenience. It is still not too late to be 
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counted. On the basis of 1959 AMEF contribu- 
tions, Texas ranked eighth nationally in dollars 
given and fifth in number of contributors. 
Since Texas Medical Association, with its 8,350 
members, is sixth in size of state medical as- 
sociations in the country, its rightful position 
should be number 6 at least in the nation. 


Remember your contribution is tax deduct- 
ible. 


—H. E. WHIGHAM, McAllen, 
Committee for 
American Medical Education Foundation. 


A Bumper Crop 


The Medical Research Foundation of Texas 
recently reported an almost unbelievable re- 
turn from “medical research seed corn” to its 
official advisory body—the Council on Medical 
Education and Hospitals of Texas Medical As- 
sociation. The Foundation, a non-profit Texas 
corporation privately supported and operated 
without tax funds, has the endorsement of both 
the Texas Medical Association and the Texas 
Dental Association. 

As a result of the Foundation’s original 
$5,000 blanket grant in 1958 for basic re- 
search projects to the University of Texas Med- 
ical Branch, more than $75,000 in research 
grants have been obtained from other sources 
for the institution. A young physician on the 
staff of the University of Texas Southwestern 
Medical School who was awarded $2,000 from 
a similar fund has since received an annual 


research grant of $7,000 for three years—a 
total of $21,000—from another source. 

The three medical schools and two dental 
schools in Texas have a number of bright 
young researchers on their faculties. Authori- 
ties in these institutions have found it hard to 
secure initial financial support for basic medi- 
cal research projects by these young, qualified, 
but as yet unestablished investigators. The 
Foundation has begun to supply this need. The 
proof: the growing response to the organiza- 
tion’s current program of supplying “seed 
money” for pilot projects in basic medical and 
dental research. By this past October, $103,750 
in 18 unrestricted institutional grants had been 
awarded to the three Texas medical schools 
and to the University of Texas Dental Branch, 
Houston, and Baylor University College of 
Dentistry, Dallas. 

The Foundation offers interested individuals, 
corporations, and foundations a practical, com- 
prehensive plan to support much needed basic 
medical research and to assure equitable dis- 
tributions of grants to Texas institutions. It 
is not a competitor of the American Medical 
Education Foundation since physicians are not 
asked to give financial support. They can pro- 
mote the Foundation’s future growth, however, 
by informing themselves of its objectives and 
by emphasizing to their patients the value of 
supporting medical research in the state by this 
channel. 

The Foundation has the potential to change 
completely the picture of basic medical research 
in Texas. 


MERRY CHRISTMAS 
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A column for readers’ assents, dissents, and 


comments, selected monthly by the 


official advisory committee of the Texas 


State Journal of Medicine 


The Rural Medically Indigent 
And Adequate 


The problems of providing hospital care for the 
indigent has long been a major concern of the medi- 
cal profession, and is not one that can be solved 
entirely by insurance. 

By tradition members of the medical profession 
have given freely of their time and services in car- 
ing for persons unable to pay for such care. This 
tradition even now is probably responsible for most 
physicians’ care of this group of citizens. Neverthe- 
less, the depression years, social security programs, 
and organized welfare programs have brought about 
some changes. There are now areas in which the 
agencies responsible for financing and administering 
welfare programs have accepted responsibility for 
all or some portion of medical care. Until recently 
state governments have generally limited their ef- 
forts to definition of indigency, authorization of local 
governmental units to care for the indigent, and 
participation in financing the care of special public 
assistance groups. Despite the increased emphasis on 
so-called social security, the free services of family 
physicians and of hospital staff members are still 
the principal source of medical care for this group of 
persons. 

The American Medical Association believes that 
“personal medical care is primarily the responsibility 
of the individual. When he is unable to provide this 
care for himself, the responsibility should properly 
pass to his family, the community, the county, the 
state, and only when all these fail, to the federal 
government, and then only in conjunction with other 
levels of government, in the above order.” 
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Hospital Care 


There are two groups of individuals unable to pay 
for medical and hospital care: (1) those on Public 
Assistance Programs who require public assistance 
for food, clothing, and shelter, and (2) those on 
General Assistance Programs. 

Public Assistance Cases—Over the years a num- 
ber of states have created special programs to meet 
the needs of particular groups. These special pro- 
grams were given emphasis by the Federal Govern- 
ment in 1935 through the Social Security Act. This 
act created three categories for which federal funds 
would be available to states, provided they complied 
with the federal regulations set forth: old age as- 
sistance, aid to dependent children, and aid to the 
blind. In 1950, a fourth group was added—the per- 
manently and totally disabled. Persons who fall with- 
in these four categories are referred to as Public 
Assistance cases. 

The costs of public assistance are shared by local, 
state, and federal governments. The 1958 amendment 
to the Social Security Act, designated as the “Medical 
Vendors Act,” established federal-state participation 
for the care of these patients, and was voted affirm- 
atively by Texas voters in 1958. Enabling legislation 
probably will be passed by the next legislature. There 
are 254,811 people in Texas in this category. 

Public assistance recipients in this state annually 
receive approximately $42,900,000 in medical care. 
Of the total, $29,100,000 was budgeted in the grant 
and the remainder ($13,800,000) was received from 
other sources, such as local governments, free services 
of physicians and dentists, insurance, and druggists. 
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Old age assistance recipients account for most of this 
rotal: $27,600,000 of the $29,100,000 budgeted in 
the grant; and $10,900,000 of the $13,800,000 from 
other sources. Nursing care and prescribed drugs are 
the big items of expenditures. Physicians’ services 
constituted 17 per cent of the total. Hospitalization 
accounted for only 3 per cent of costs budgeted into 
the grant or provided by other sources. This low 
percentage is attributable to the fact that this is the 
one item usually provided locally. 

General Assistance Cases—Although social wel- 
‘fare laws differ greatly from state to state, these 
laws have a common background. They were devel- 
oped to provide the basic necessities of life to per- 
sons not able to support themselves. These persons 
were referred to by a variety of terms such as “gen- 
eral assistance cases,” “relief cases,” or “the indigent.” 
Few state or city laws demanded inclusion of medi- 
cal care in the subsistence benefits for this group, 
and it is through interpretation that medical services 
are now generally included as a basic necessity. 

It became apparent that many persons could pro- 
vide the basic necessities for their own subsistence as 
long as no sickness developed in the family. Persons 
in this category are known as the “medically indi- 
gent.” This group and the group of relief cases com- 
prise the general assistance cases, and are accepted as 
the responsibility of local governments. 

A survey of local governments providing tax- 
supported indigent medical care accounted for an 
annual total of $21,000,000 in our state in 1960. 
Counties provide $4,700,000; 11 cities, $7,600,000; 
and 3 hospital districts, $8,800,000. Sixteen counties 
with 100,000 or more population per county (57.8 
per cent of the state’s population) account for $19,- 
870,572 of the $21,000,000 (93.5 per cent). Thus, 
247 counties with a population of less than 100,000 
per county contributed only $1,377,753 (6.5 per 
cent) of the total. Obviously, it is in this segment 
of our population that hospital care of the medically 
indigent is woefully inadequate. 

It is primarily the responsibility of the commun- 
ity in which the patient lives to provide hospital 
care for the indigent, and this responsibility should 
be discharged by the smallest political unit that can 
effectively do so. In Texas, many counties are so 
small in population and poor in per capita taxable 
wealth that they cannot effectively discharge this re- 
sponsibility. The county line acts as a barrier in the 
county’s thwarted attempts to improve the health of 
the people. In a great many rural counties either no 
tax money or an insignificant amount is spent for 
hospitalization of the indigent. In such instances 
several possibilities exist. 

1. The medically indigent do not receive any hos- 
pital care. 

2. They are “dumped” on the nearest urban tax- 
supported hospital. 
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3. Care is provided at private hospitals at increased 
cost to the paying patient. 

4. They are admitted to a state supported teaching 
hospital—to one of the University of Texas teaching 
hospitals in Galveston or to the M. D. Anderson 
Hospital and Tumor Institute in Houston, institu- 
tions which are geographically inaccessible to a great 
many patients and which are supported as educa- 
tional units of the University of Texas. In the educa- 
tional budget of the University’s Medical Branch in 
Galveston, more than $2,500,000 is allotted for hos- 
pitalization of medically indigent patients—primar- 
ily a county financial obligation. A similar total is 
included in the budget of M. D. Anderson Hospital. 


Letters are chosen on any subject on the basis of good taste, 
propriety, and available space by the Journal Advisory Committee. 
No anonymous letters will be printed and the committee reserves 
the right to print and to edit contributions. Letters do not neces- 


sarily represent the policy of the Texas Medical Association or the 
Journal. 


The Constitution of Texas, Article XI, provides 
that the legislature may authorize counties to care 
for paupers. Article 2351 and Article 4438, Revised 
Civil Statutes of Texas, 1925, conclusively settles the 
facts that the county shall care for paupers and that 
they are entitled to admission and treatment in the 
county hospital, if there is one, and are to be cared 
for at the county's expense. 

Article 4491, Revised Civil Statutes of Texas, 
1925, states that any Commissioners Court of any 
county which has no city with a population of more 
than 10,000 persons and does not have a county 
hospital, may contract with any hospital within the 
county, or any adjacent county, for the care of any or 
all indigent patients, providing that they are paupers, 
and that they are residents of the county. It also 
states that the Commissioners Court has a duty to 
care for these individuals and that they may contract 
to do so upon “such terms and conditions as they 
may by agreement think proper.” Unfortunately, this 
leaves with the Commissioners Court the authority 
to decide just how much, if any, they will pay for 
such care or hospitalization. 

According to Attorney General's Opinion No. 
0-2633, “. .. all paupers are indigent persons. As to 
whether or not an indigent person is a pauper will 
be determined by the degree of his indigency. This 
is a question of fact for the Commissioners Court 
to determine in their sound discretion. If the Com- 
missioners Court determines that an indigent person 
is a pauper the court would be authorized to aid him 
as such under Article 2351, Sub. 11.” This opinion 
goes on to state that it is more or less in the discre- 
tion of the Commissioners Court to set up its own 
procedure to determine the existence of pauperism. 

It is unconstitutional for any county to levy a tax 
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(over and above the general revenue fund to pay 
for hospital care for indigent persons. Not even the 
hospital district can be used to provide funds in this 
manner without a constitutional amendment. The 
Texas Constitution, Article VIII, Section 9, expressly 
provides four, and only four, purposes for which 
the county has authority to levy taxes. These four 
constitutional purposes are for the general fund, the 
permanent improvement fund, the road and bridge 
fund, and the jury fund. The Commissioners Court 
may levy whatever tax rate is necessary for these 
four purposes so long as the combined tax rate of 
these constitutional purposes does not exceed 80 
cents on the one hundred dollar valuation. 

There is legal justification for the position that the 
Legislature has the power under Article V, Section 
18, of the Constitution to pass a bill making it man- 
datory for the Commissioners Court to levy a tax, as 
a specific portion or allocation of the general fund, 
for the care of the medically indigent. Any such 
legislation would have to be mandatory in nature to 
be effective as it is not the general practice for the 
Commissioners Court to give precedence to hospital 
care of indigents over the needs and imagined needs 
of the taxpaying, voting citizens. It is doubtful, how- 
ever, if such a bill would ever be passed by the Leg- 
islature because of the reluctance to restrict the 
Commissioners Court in its allocation of the general 
fund. Consequently, an amendment to the Constitu- 
tion seems the only feasible way to allow a tax for 
hospital care for the medically indigent. 

The effects of the present, inadequate manner of 
financing hospital care for the medically indigent 


of Texas, outside the urban areas and state supported 
teaching hospitals in Galveston and Houston, are: 
(1) poorer health for the people of Texas, (2) un- 
equal tax burden for indigent hospital care, and (3) 
increased cost of hospital care for all. 


The problems of hospitalization of indigent pa- 
tients has been surveyed in several states. A careful 
study of the reports and systems of operation under 
enabling legislation reveals that a state fund with 
county participation is the most successful means 
of providing hospital care for all medically indigent 
citizens of the state. If this problem is not solved 
on a local basis, the federal government will do it 
for us. 


At the most recent meeting of the Executive Board 
of the Texas Medical Association, the Committee on 
Hospital Care of the Rural Medically Indigent intro- 
duced a resolution that the Association request the 
Governor of Texas “to appoint a commission to study 
the problem of hospitalization of the indigent in 
Texas and make recommendations for a legislative 
act to provide adequate hospitalization for the medi- 
cally indigent.” The resolution was favorably re- 
ceived and was referred to the Council on Medical 
Jurisprudence. It represents one more example of 
the positive efforts of members of the medical pro- 
fession through their state association to provide the 
best medical care for all Texans. 


—EMERSON K. BLEWETT, M.D., Austin, 
Chairman, Committee on Hospital Care 
of the Rural Medically Indigent, 

Texas Medical Association. 


A Thought for Christmas 


I love the Christmas-tide, and yet, 


I notice this, each year I live; 


I always like the gifts I get, 


But how I love the gifts I give! 


—Carolyn Wells 
(1869-1942) 
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PRESIDENT’S PAGE 


Good Patient Care 


We often declare that people are entitled to 
"the best" in medical care and with this idea few, 
if any, would take exception. "The best medical 
care" is a dynamic reality to be appreciated by 
all. It must be made available to every person who needs it—a true chal- 
lenge to the American system of free enterprise. 


To the patient and his family the best medical care is synonymous with 
rapid, uncomplicated, and complete recovery. To the physician it means the 
combined efforts of all available resources to combat the patient's ill- 
ness. Coordination of this type requires exacting attention to personal 


factors. At all times, the doctor needs to be friend and counselor, to be 
patient and sympathetic. 


In disease a multiplicity of complex factors are operative. To mention 
a few, there are the patient's susceptibility to disease, his fears, and 
idiosyncrasies; the virulence of an infecting agent and its resistance to 
the medication; the anatomic location of a malignant lesion; the avail- 


ability of technical and hospital facilities; and the presence of skillful 
assistants and trained personnel. 


Basically, good medical care is the service of an individual doctor to 
an individual patient. This can be good, or best, only insofar as the doctor 
is informed and serves to the best of his ability. The ideal of good service 


permeates all of our activities—service to our patients as fellow men in 
suffering. 


Our duty to society as physicians is to give good service to mankind, 
to seek the knowledge that will benefit our fellow man, to alleviate pain, 
to heal, and to teach. Thus we have the obligation to share a great and 
noble task and to fight for common causes—to stir others to action, to in- 
spire confidence and faith, to give understanding and consolation. 


Rates hone 
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ARTICLES 


Cesarean section is associated with little maternal risk. It is usually 
performed as a life saving procedure for either the mother or the 
baby, and as a result incurs a higher perinatal mortality rate than 
delivery by the vaginal route. This loss is often charged against the 
procedure instead of the condition necessitating operation. Many be- 
lieve that the unavoidable uterine scar commits the patient to further 
abdominal deliveries. Nevertheless, it should not be a deterrent to 
future pregnancies. 


ABDOMINAL DELIVERY TODAY 


EDWIN J. DeCOSTA, M.D. 
Chicago, Illinois 


HE HISTORY of the development of the cesar- 
ean operation is an exciting saga. The evolution 
of techniques and modern usefulness of the operation 
are closely interwoven with its historic background. 
Until the beginning of the twentieth century, 
cesarean section was a dangerous operation, as were 
all major surgical procedures. There was a difference, 
however, in that two lives were at stake. Not until 
after 1882 was cesarean section considered if vaginal 
delivery was possible. Indications during this early 
period were absolute in the sense that in no other 
way could the baby be delivered, not even by de- 
structive operations. 
Today cesarean section is one of the safest of 
major procedures. It is performed for indications 
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which have little in common with the “pelvic con- 
tractions” of yesteryear. Instead of being a medical 
curiosity, it has an average incidence of about 5 per 
cent of all deliveries, in some hospitals attaining the 
surprising incidence of 12 per cent. In spite of the 
present day frequency and safety, old attitudes and 
fears persist. The operation should not be regarded 
as a last hope or admission of partial failure in 
obstetric management, but as one of two major paths 
for delivery. Statistically, with proper comparison, 
there is little more danger from abdominal delivery 
than vaginal. The abdominal approach should be used 
unhesitatingly when it appears to offer better results 
for mother and/or baby. 

Modern safety is beclouded by the memory of 
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the once fantastically high mortality rate associated 
with cesarean section. It should have been high; 
the operation was performed late upon an exhausted, 
dehydrated, sometimes infected patient, often after 
other methods of delivery had failed. Another reason 
for complications seems incredible today: the uterine 
incision was not sutured. This permitted hemorrhage 
and drainage of lochia into the peritoneal cavity. It 
is a wonder that any patient survived! 

In 1882 Kehrer® and Sanger,’® apparently inde- 
pendently, reported their experiences in suturing the 
uterus. Almost at once their concepts were accepted. 
It was no longer necessary to remove the uterus; 
patients not only had a good chance to survive, but 
to become pregnant again. Various technical modifi- 
cations followed, reaching relatively modern perfec- 
tion in the technique described by Frank® in 1907. 
Minor changes have been made during the past 
50 years. 

The technique most widely employed by special- 
ists and in teaching centers is the low segment 
operation. The original operation of Sanger—the 
so-called classical operation with fundal incision—is 
still used for specific indications, for example, when 
the lower uterine segment is deformed by fibroids, 
or when there is placenta previa or incarceration of 
a neglected transverse presentation. Perhaps 1 to 2 
per cent of cesarean operations performed today are 
classical. 

As to the low segment technique, some authorities 
prefer a transverse uterine incision—the operation 
described originally by Kehrer and modified by 
Kerr!’—or the longitudinal uterine incision used by 
Kronig, Beck,’ and DeLee and Cornell.* I prefer the 
transverse incision if the lower uterine segment is 
well developed, the longitudinal incision if it is not. 
In every instance the operation should fit the pa- 
tient, not the reverse. 

The extraperitoneal approach to the lower uterine 
segment, first attempted in 1821 by Ritgen, has 
gone through many modifications, particularly those 
of Latzko™ and of Norton,’* and was perfected by 
Waters.1* The Waters technique entails greater dif- 
ficulties than with the low segment approach. It has 
been specifically recommended for intrapartum infec- 
tion, but the excellent results obtained with use of 
antibiotics make it debatable whether there still is 
a place for extraperitoneal cesarean section. In most 
hospitals the incidence rate of this procedure is so 
low that it is difficult to maintain technical compe- 
tence. 

The relative safety of the modern cesarean section 
has been alluded to. To determine just how safe it 
is, overall maternal and fetal mortality and morbidity 
must be considered. Even in this enlightened era, lack 
of standardization in reporting statistics makes it 
difficult to compare published data. According to 
vital statistics of the U. S. Department of Health, 
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Education and Welfare,'® there has been a continuing 
decline in the maternal mortality rate from an overall 
rate of 72.8 per 10,000 live births between 1915 and 
1919 to 4.1 in 1956, a decrease of 94 per cent. Simi- 
lar startling reductions in maternal deaths have ac- 
companied cesarean section, paralleling technical im- 
provement in surgery and discoveries and refinements 
in ancillary fields. From an operation with an origi- 
nal mortality rate approaching 100 per cent, many 
series of 1,000 or more consecutive cesarean sections 
have been reported without a death. At Passavant 


Dr. Edwin J. DeCosta of Chicago, 
lll., presented this paper at the 
thirty-first annual meeting of the 
Texas Association of Obstetricians 
and Gynecologists on February 13, 
1960, in Austin, Texas. 


Memorial Hospital, Chicago, 1,852 consecutive opera- 
tions have been performed without maternal loss. 
Although the results of a private teaching hospital 
might be discounted, experience in a city like New 
York cannot be ignored.* In 1954-1955, 16,947 
cesarean sections were performed there with a ma- 
ternal death rate of 0.215 per cent. In other words, 
two women per thousand died following cesarean 
section. Although this is almost five times the death 
rate associated with vaginal delivery, the most serious 
obstetric complications were managed by cesarean 
section; thus, this category of patients was highly 
selected for grave problems. 


Perinatal loss, in general, has declined but to a 
lesser extent—from 95.7 deaths per thousand living 
births in 1919 to 26 in 1956, a decline of 73 per 
cent. The perinatal loss associated with cesarean 
section is extremely difficult to evaluate. Statistics 
are confused by variation in the definition of such 
terms as viability and prematurity, and many cesar- 
ean operations are performed for conditions which 
jeopardize the life of the baby. Support for any pre- 
conceived notion can be found. To show that cesar- 
ean section is a bad operation in relation to fetal 
survival, all that is necessary is to consider the neo- 
natal loss in a series weighted with placenta previa, 
abruptio placentae, toxemia, and other similar com- 
plications. This seems unfair, yet it has been done. 
In the absence of maternal or fetal complications 
which might affect fetal survival, hundreds of babies 
have been delivered by cesarean section without 
fetal loss. 


A serious argument against the expanding indi- 
cations for cesarean section has been the high inci- 
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ABDOMINAL DELIVERY — DeCosta — continued 


dence of prematurity among these babies. It stands 
to reason that prematurity is often associated with 
the indications for which the operation is done; in 
such instances there is little else to do. Prematurity 
should not be a problem with elective cesarean sec- 
tion, yet some institutions report an incidence of 
15 per cent. I do not understand why this occurs. 
Of course it is difficult to estimate accurately the 
size of an unborn child but a fairly good idea should 
be obtained by careful abdominal palpation and by 
roentgenographic visualization of the fetus in utero. 
If in doubt, cesarean section can be postponed until 
spontaneous labor occurs. It is true that the dura- 
tion of gestation derived from history might be 
meaningless, but why be limited by obstetric history? 

The previous discussion indicates that. consulta- 
tion before surgery is of value. Nevertheless, I have 
been dismayed that cesarean section is one of the 
few operations in which consultation is often man- 
datory. This implies either that the operation is ex- 
ceedingly hazardous or that it is unwisely performed. 
In either case, the lay concept is perpetuated that 
cesarean section is a formidable undertaking, and 
one that perhaps could be avoided by consultation. 
By all means, consultation should be continued, but 
maybe it would be wise to include other major sur- 
gical procedures. Possibly there would be fewer ap- 
pendectomies, fewer cholecystectomies, and fewer 
hysterectomies than at present. 


Indications 


Indications for cesarean section underwent a sig- 
nificant change about the turn of the century, when 
it was no longer necessary to limit abdominal pro- 
cedures to the “last resort” category. By 1911 Routh" 
had reported 1,282 cesarean sections performed in 
the British Isles during the preceding decades, with 
a mortality rate in elective or early-in-labor patients 
of 4 per cent. A decade later, Holland’ reviewed the 
4,176 cesarean sections performed in the British 
Isles during the intervening period. His mortality 
rate in similar cases (patients early in labor) had 
dropped to 1.6 per cent. In both series, the tech- 
nique used was almost exclusively classical. 

Using the recently introduced low segment tech- 
nique, DeLee and Cornell* in 1922 reported 145 
cases for all indications, with but 1 death. The rapidly 
falling mortality rate caused increased application of 
the operation, but not without protest. In 1915 
Holmes* warned of the dire danger of subjecting a 
young woman to cesarean section, and of committing 
her to repeated surgery with subsequent pregnancies. 
As late as 1924 Williams'® voiced the same philoso- 
phy, but these men were of an era different from 
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ours. Their standards were different; they accepted a 
maternal mortality rate of a few per cent. Today, this 
attitude is unthinkable. Perhaps physicians do get out 
of obstetric complications by taking the path of least 
resistance—the cesarean section—but it is also the 
most rewarding path. 

With time and the increased use of cesarean sec- 
tion, the incidence rate has risen from about 1 per 
cent to as high as 12 per cent. The latter figure 
is seen in only a few hospitals, and in none in the 
Midwest, as far as I know. The overall incidence 
rate today is 5 to 6 per cent, an appreciable part of 
which is made up of repeated operations. In fact, the 
commonest indication in most hospitals, attaining a 
rate as high as 65 per cent, is previous cesarean 
section. 

Today's indications for primary cesarean section 
and relative incidence have been determined by 
collating extensive series in the current literature. 
The most common cause is cephalopelvic dispropor- 
tion, which constitutes approximately 35 per cent. 
In 1922 obstruction to labor constituted 85 per cent 
of all indications. Does this indicate that cephalo- 
pelvic disproportion is less common? I think it does. 
Certainly rachitic pelves, osteomalacic pelves, and 
deformities associated with coccitis and spinal disease 
are seldom seen. The diseases associated with mal- 
nutrition and poor hygiene are less common; there- 
fore, cesarean section attributable to them must also 
be less common. 

The second commonest indication may be called 
faulty labor. This includes cases formerly termed 
dystocia, uterine dyskinesia, and primary atony. Ju- 
dicious use of pituary extracts and sedation has 
helped to establish effective labor in many of these 
patients before dehydration, exhaustion, and infec- 
tion has occurred. Hence, the incidence of desultory, 
poor labor, or. whatever it may be called, should be 
less today than formerly. I believe that it is. The 
overall incidence of primary cesarean section, ap- 
proximately 2 to 3 per cent, is not much different 
from what it was 10 or 15 years ago, in spite of 
liberalization of indications. 

The third most common indication is placenta 
previa. Definitive diagnosis should be made by vag- 
inal examination in the operating room; all should 
be in readiness for immediate cesarean section if 
warranted by the findings. In this manner neither 
time nor blood are needlessly lost. In recent years 
this indication for cesarean section has found wide 
acceptance, and as a result the lives of many babies 
and of most mothers with the condition have been 
saved. 

Malposition is gaining wider acceptance as an 
indication. Obviously, most cases of malposition and 
malpresentation do not require abdominal delivery. 
Nevertheless, certain difficult problems, such as im- 








pacted transverse presentation, can be solved better 
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by cesarean section than by version and extraction. 
Although breech presentation is hardly a malpresen- 
tation, it has been included in this category, and is 
largely responsible for the frequency of the indica- 
tion termed malposition. 

Recently, toxemia has occurred less often in most 
ireas. Good prenatal care has been influential in this 
jecrease. Certainly through good prenatal manage- 
ment, mild toxemia can be detected and treated 
properly before it assumes serious import. When 
toxemia is progressive or is not alleviated with ade- 
yuate therapy, termination of pregnancy must be 
considered. If the baby is alive and conditions are 
not propitious for easy rapid vaginal delivery, cesar- 
ean section is indicated. As the incidence of toxemia, 
especially severe toxemia, has decreased, so has the 
need for termination by abdominal delivery from this 
cause. 

Abruptio placentae, often associated with severe 
toxemia, also is less common than formerly. Patients 
with mild abruption in early labor are best treated 
by rupture of the membranes. In the severe forms, 
with massive intra-uterine hemorrhage (often con- 
cealed), treatment should be by abdominal section. 
This permits inspection of the uterus and direct ob- 
servation of its capacity to contract. Rarely, hyster- 
ectomy is necessary after evacuation of the uterus. 

A few years ago there was a swing away from 
abdominal delivery in the case of a prematurely 
separated placenta, partly because the fetus was often 
dead or badly damaged and partly because the pro- 
cedure was not thought necessary for maternal 
safety. The pendulum seems to be swinging back, 
in an effort to solve a distressing problem before it 
becomes more serious by virtue of blood loss and 
afibrinogenemia. 

Fetal distress is a vague term employed to cover 
several conditions which indicate that further delay 
in delivery will jeopardize the fetus. These include 
variations in fetal heart rate or rhythm and/or 
passage of meconium in cephalic presentations. The 
latter occurs frequently without fetal embarrassment, 
and changes in rhythm sometimes have no apparent 
significance. Nevertheless, heart tones faster than 
180 or slower than 100 are warnings of fetal danger. 
If delivery cannot be quickly and safely consum- 
mated by the vaginal route, abdominal delivery 
should be performed. 

The cord may be prolapsed before the onset of 
labor and the fetus still not be in danger—that is, 
for the moment. Unless the cervix is at or near 
complete dilatation, however, vaginal delivery is 
hazardous for mother and baby. Cord replacement 
and bag insertion result in excessive fetal loss and 
a high maternal morbidity rate. Placement of the 
hand in the vagina to keep the presenting part away 
from the cord, and rapid abdominal delivery, offer 
the baby its best chance. 
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Some diseases for which cesarean section formerly 
was indicated have either disappeared or decreased 
in frequency, for example, osteomalacia, rickets, tu- 
berculosis of the bones, and toxemia. Others, includ- 
ing severe heart disease and kidney and pulmonary 
disease, are no longer considered indications. Never- 
theless, “new” diseases have taken their place. Di- 
abetes is one of these. Twenty-five years ago diabetes 
was hardly an indication for cesarean section; today 
about 2 per cent of abdominal deliveries are per- 
formed for this cause. Before the discovery of insulin, 
the juvenile diabetic patient did not live long enough 
to marry and reproduce. Now she develops normally 
and can have a family. Fetuses of diabetic mothers 
tend to be large and to die suddenly in utero, with- 
out known cause, as term is approached. To avoid 
this risk, preterm delivery is advisable. In the patient 
with a closed long cervix, the most effective method 
of delivery, is cesarean section. 


Erythroblastosis is another “new” disease. In sensi- 
tized Rh-negative mothers, the fetus may become 
progressively damaged as pregnancy advances. There 
seems to be a period before term in which some 
babies can be saved if they are delivered promptly. 
This does not mean that cesarean section is always 
essential; nevertheless, in patients in whom labor 
is not imminent, it may be the most expedient meth- 
od. Actually less than 1 per cent of cesarean sections 
are performed for this reason. 

In the treatment of habitual abortion or premature 
labor, certain plastic operations on the cervix have 
been performed. If such a patient achieves pregnancy 
and carries to term, it is reasonable to avoid undoing 
the good accomplished by the corrective surgery. 
These patients, as well as those who have undergone 
certain elective vaginal repairs such as for vesico- 
vaginal fistula, understandably are candidates for 
abdominal delivery. 

The elderly primipara has not been listed as a 
specific indication for cesarean section, because age 
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ABDOMINAL DELIVERY — DeCosta — continued 


and primiparity are not, per se, indications. Never- 
theless, other factors may indicate the need for cesar- 
ean section in such a patient, regardless of whether 
the head or the breech presents. 

There is no category to include the “especially 
valuable child,” because all children are especially 
valuable. Judgment may, however, be tempered by 
the patient's past history. If she had difficulty in 
achieving pregnancy, if there have been many mis- 
carriages, if remaining childbearing years are few, 
if labor is not progressing ideally—clinical judgment 
dictates early rapid termination of pregnancy. 

The category soft tissue dystocia includes a variety 
of conditions seldom seen. Included are obstructing 
pelvic tumors, carcinoma of the cervix, scars of the 
genital tract which prevent dilatation, and cervical 
rigidity. Certain factors are controversial. For exam- 
ple, carcinoma-in-situ may be considered an indica- 
tion for abdominal delivery by some, but not by 
others. Some authorities prefer Diirhssen incision for 
the cervix which does not dilate, rather than abdom- 
inal delivery. Conditions in the category of soft tis- 
sue dystocia constitute only 2 per cent of primary 
cesarean sections. 

Finally, a group of indications have been termed 
miscellaneous, for want of a better name. This class 
includes unusual conditions which the obstetrician 
believes are managed best by abdominal delivery: 
congenital anomalies, sacculation of the uterus, scars 
of the uterus from previous myomectomies, history 


of difficult labors, and, occasionally, an emotional 
indication. 


Reasons for Lower Mortality Rate 


Undoubtedly much of the success associated with 
cesarean section has been the result of improvements 
in ancillary fields. The use of antibiotics in patients 
potentially or actually infected has all but eliminated 
the need for extraperitoneal cesarean section and/or 
cesarean hysterectomy. I do not like the prophylactic 
use of antibiotics. In the many series in which 
antibiotics have been used prophylactically, there is 
no indication that they possessed merit. Conversely, 
administration of such a drug can cause sensitization, 
precluding its future use in cases in which it might 
be indicated and of extreme value. 

Administration of blood has been of great value 
in conditions associated with antepartum anemia or 
blood loss, as well as in loss of blood during and 
after operation. The relatively free use of blood in 
recent years, however, is not without slight risk. In- 
compatibilities still occur because of rare blood fac- 
tors or errors in typing. There is, furthermore, the 
possibility of transmitting viral disease, particularly 
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infectious hepatitis. I do not use blood unless it is 
definitely indicated. In normal vaginal delivery, the 
average women can lose approximately 500 cc. of 
blood with impunity; if loss exceeds this, it must be 
made up. There has been a tendency to underesti- 
mate the amount of blood lost. Some patients at time 
of cesarean section lose several times the amount 
which might safely be lost in vaginal delivery, and 
this must be replaced. 

The proper choice of anesthetic agent is important. 
This will vary with the operator's experience, the 
facilities available, and the patient’s condition. Many 
excellent obstetricians prefer local anesthesia; DeLee, 
for example, was a staunch advocate of this pro- 
cedure. Although local anesthesia might be safer 
than other modes of anesthesia, it is not particularly 
desirable, as those who have experienced abdominal 
surgery with its use attest. It is unpleasant emo- 
tionally, and is anything but without pain. Never- 
theless, it is safe and is useful in selected cases. 

Workers in a number of hospitals prefer spinal 
anesthesia. This procedure, once extremely hazardous, 
is relatively safe, but it is still associated with such 
complications as severe hypotension, persistent head- 
ache, paraplegia, and premature separation of the 
placenta. 

Inhalation anesthesia should not be used within 
a few hours of eating. Use of inhalation anesthesia, 
especially ethylene-ether or ethylene-nitrous oxide 
after Pentathol induction, is an excellent anesthetic 
method when given by someone experienced. The 
obstetrician should work quickly so that the baby is 
born within 7 or 8 minutes of the onset of admin- 
istration. Cyclopropane is more difficult to admin- 
ister and is associated with a higher incidence of 
fetal and maternal complications. It should not be 
use if oxytocics are to be given intravenously. 

Of the many types of operation available, the 
better scar with the lower incidence of uterine rup- 
ture is one of the reasons for the increased popularity 
of the low segment operation. In addition, bleeding is 
usually less, and intra-abdominal complications min- 
imal. This procedure was introduced for treatment 
of the infected or potentially infected patient. Before 
that time the classical operation with fundal incision 
was popular, and patients with infection were treated 
by cesarean hysterectomy. At present the low segment 
incision is the operation of choice in infected or 
potentially infected patients. Antibiotic drugs have 
enabled performance of cesarean section after failure 
of attempted vaginal delivery and even in the pres- 
ence of infection. Extraperitoneal section still has ad- 
vocates, especially if infection exists. Nevertheless, 
with the passage of time this operation has lost 
favor because of the increased technical problems. 

Hysterectomy is seldom used after cesarean section, 
and usually not because of infection. It may be nec- 
essary in cases in which bleeding is uncontrollable, 
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in which there are large fibroids, in which rupture 
has occurred, or in which poor scar makes closure of 
the uterine incision mechanically impossible. When 
hysterectomy is performed, I believe that it should 
be a total abdominal hysterectomy. It is no more dif- 
ficult to remove the entire uterus than the supra- 
cervical portion; with a little care the incidence of 
bladder or ureteral injury should be practically non- 
existent and there should not be hematomas of the 
broad ligaments. 


Subsequent Pregnancies 


The literature indicates that women have had as 
many as 10 babies by cesarean section, but above 
5 the number drops off sharply. Obviously, each op- 
eration predisposes to a poorer scar. Therefore, the 
physician eventually may consider subsequent preg- 
nancy to be associated with more than ordinary risk 
of uterine rupture. At one time most physicians 
sterilized the patient after the second cesarean opera- 
tion. Today, most practitioners do not consider ster- 
ilization until after the fourth such delivery. Assum- 
ing that sterilization is indicated for medical reasons, 
my preference is tubal ligation of the Pomeroy type. 
The incidence of failure with the Madlener tech- 
nique is slightly higher. I am opposed to cesarean 
hysterectomy as a means of sterilization. Hyster- 
ectomy is a formidable procedure, and should be used 
because of medical indications in its own right. 


Most authorities subscribe to the dictum “once a 
cesarean, always a cesarean.” Actually, because of 
the possibility of subsequent rupture of the uterine 
wound, the question was considered by the earliest 
operators. More recently, with improvements in 
technique and more satisfactory convalescence, the 
validity of this dictum has been questioned. Even 
advocates for repeated cesarean section believe that 
labor is permissible under certain circumstances, such 
as premature labor, especially if the fetus is dead. 
Those in favor of permitting labor after previous 
cesarean section point out that approximately 25 per 
cent of uterine ruptures occur before term, at a time 
when nothing is ordinarily done, and that with low 
cervical incision, rupture probably occurs in less than 
1 per cent of patients. Should rupture occur, the 
possibility of a fatality in a well regulated and 
equipped hospital should not exceed 2 per cent. Fig- 
uring liberally, 1 per cent of 2 per cent gives a risk 
of approximately 2 per 10,000 deliveries, a risk 
paralleling that of the vaginal delivery. Therefore 
why not permit labor? The patient should, of course, 
be closely watched. Any untoward sign such as in- 
creasing tenderness or pain over the incision war- 
rants immediate operative intervention. Riva and 
Breen!* reported that more than 60 per cent of 
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women with previous cesarean section had been per- 
mitted to deliver vaginally; in these, one-third of 
cesarean sections had been performed originally for 
cephalo-pelvic disproportion. No ruptures occurred. 
Cosgrove has not been as liberal as Riva and 
Breen;!* approximately 35 per cent of his patients 
had successful vaginal delivery after cesarean section. 


Why shouldn’t all women be given the chance to 
deliver vaginally if the provocative disease no longer 
exists? The answer to this question depends upon 
the practitioner's past experience. If he has ever 
witnessed a rupture after cesarean section, he is not 
inclined to permit this risk a second time. In addi- 
tion, most physicians have been impressed by the 
thinness of the scar during repeated cesarean sec- 
tion. In some such instances, actual separation of 
the uterine wall is observed, without hemorrhage 
and without fetal injury. In other patients there may 
not be complete separation but the scar is so thin 
that the baby can be seen through the uterine wall. 
Having seen many of these thin scars and having 
seen one rupture, I believe that patients who have 
had cesarean section should be delivered by the same 
method in subsequent pregnancies. 


Other Considerations 


Another problem is whether other surgical pro- 
cedures, such as appendectomy, should be performed 
at time of cesarean section. Again, it is my opinion 
that any additional procedure is associated with 
added risk. Nevertheless, if there is evidence of 
previous appendiceal disease or of neoplasms of the 
ovary, it seems unrealistic not to excise the diseased 
tissue, in spite of the slight additional risk. 

The question of desirability of cesarean section 
to guarantee survival of the fetus is confused. In- 
numerable reports indicate that fetal survival is 
poorer after cesarean section than after vaginal de- 
livery. It stands to reason that overall this is to be 
expected, since many conditions for which cesarean 
section is performed are, per se, hazardous to the 
fetus. Nevertheless the literature indicates that fetal 
risk in elective cesarean section in which there are 
no inimical factors is as high as for vaginal delivery. 
Part of this is attributable to the fact that babies 
frequently weigh less than 2,500 Gm., falling into 
the category of prematurity. It has long been known 
that estimated day of confinement does not neces- 
sarily guarantee a term size infant. Also, estimation 
of size based upon abdominal palpation or roent- 
genographic study has a large percentage error. Care- 
ful studies, such as that of Hesseltine and Freese,® 
indicate that with ordinary care the incidence of pre- 
maturity in elective cesarean section should not ex- 
ceed 4 per cent and that most babies delivered by 
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the method will weigh nearly 2,500 Gm. If there is 
any question about the baby’s size, elective cesarean 


section should be delayed until spontaneous labor 
occurs. 


In spite of reports in the literature, I am not con- 
vinced that the incidence of atelectasis, poor respira- 
tion, and hyaline membrane disease is any greater in 
a baby delivered by cesarean operation than in one 
delivered vaginally. I think this is another example 


of statistical reports being less accurate than they 
might be. 


Postmortem cesarean section is a dramatic proced- 
ure and one that the average practitioner probably 
will not perform during his medical career. Never- 
theless, he should be prepared for such an emer- 
gency. The world literature indicates that in only 
118 instances have living children been delivered 
after the mother’s death; of these, many lived only 
a few hours. There have been instances in which the 
husband refused permission for the procedure but 
the physician operated without subsequent medico- 
legal difficulty. The important thing to remember 
is that time is short. Babies may be resuscitated many 


minutes after apparent death and be normal. Open- 
ing the fetal chest for cardiac massage has been sug- 
gested if the baby appears dead at time of delivery. 
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Management and Treatment of Allergy 


ee @e TO STINGING INSECTS 


Although it is sometimes extremely difficult to determine whether 
a patient is hypersensitive to insect bites and stings, determination of 
the offending insect is essential so that appropriate therapy can be 
given. Such efforts are often lifesaving. In the present study the 
authors concluded that there are common antigens in the bee and wasp. 


RICHARD L. ETTER, M.D.; WARREN J. RAYMER, M.D.; and RICHARD H. JACKSON, M.D. 


Houston, Texas 


EATH FROM insect stings is not new. King 

Menes of Egypt died of a wasp or hornet sting 
in 2642 B.C.1* In the United States sensitivity to 
bees was reported as early as 1811. Despite numerous 
reports in the medical literature, the layman is con- 
stantly alarmed at the seriousness of insect stings and 
bites, as evidenced by reports in the lay press of 
sudden deaths and severe reactions to insect stings. 
These reports appear frequently and sensationally. 
Such deaths could be drastically reduced if the mech- 
anism, reactions, and treatment were fully appreciated 
by the practitioners of medicine who are acquainted 
with these sensitive people. 

In dealing with the stings of insects, it is necessary 
to distinguish between a true allergic reaction and 
that reaction attributable only to the toxin injected 
into the individual. Even a normal person will have 
a reaction to the toxin, which is probably a acetylcho- 
line like substance. Bowen’ has pointed out that 
when the honey bee stings, the stinger with the 
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venom sack is retained by the person stung. The 
bee is then brushed off and dies. It takes a bee 2 or 3 
minutes to inject the whole amount of venom 
through its fine stinger. Therefore, the soorier the 
venom sack is taken off, the less venom will be 
injected. Hornets, wasps, yellow jackets, and bumble 
bees have non-barbed stingers and do not leave their 
venom sacks. Therefore, they may sting again if they 
are caught inside a garment. 

The following is a partial list of the more impor- 
tant offending insects, in order of the frequency with 
which they are reported: 

Wasp House fly Water flea 
Bee Body louse Mite 

Ant Deer fly Moth 
Mosquito Chigger Scabies 
Caddis fly Locus Yellow jacket 
May fly Mushroom fly Mexican 

Flea Citrus fruit fly kissing bug 
Bedbug _ Beetle 





ALLERGY TO INSECTS — Etter et al — continued 


To substantiate true sensitization, Bowen! showed 
that some individuals bitten by a mosquito demon- 
strate a true Arthus phenomenon. We have seen one 
example of this type in the case of a 48 year old 
railroad switchman in a local railroad yard. While 
working, he was stung by a wasp, and within 2 min- 
utes became short of breath; he then became coma- 
tose. The remainder of the railroad crew, believing 
that he had a heart attack, took him to the railroad 
station and called an ambulance, which took him to 
the emergency room of a local hospital. By the time 
he arrived at the hospital, generalized urticaria and 
swelling had developed. Suspecting an allergic re- 
action, the medical examiner gave the patient epi- 
nephrine. After 30 minutes he responded to therapy 
enough to say that he had been stung by a wasp. 
Within 24 hours, a true Arthus phenomenon devel- 
oped at the site of the insect sting. 


Benson” divides the types of sensitization into 3° 
groups: (1) innocently by scales or dust from wings 
or body; (2) injection of venom through sting; 
(3) instillation of salivary secretions. 

Bowen! states that certain persons fail to react 
to the bite of a given insect. In others the effect is 
probably attributable, not to secreted irritant, but to 
an acquired specific sensitization. 

Wegelui!! and Jex-Blake® have reported autopsy 
findings in fatal bee and wasp cases. Their important 
findings were as follows: edema and emphysema of 
the lungs, over-distention of the right side of the 
heart, splanchnic dilation and hepatic engorgement, 


and petechial hemorrhages of the skin and mucous 
membrane. 


Mortality Statistics 


Although patients allergic to insects comprise only 
a small percentage of those who pass through the 
physician’s offices, they are by no means the least 
important, nor is the condition the least taxing in 
making a diagnosis. Correct diagnosis with proper 
treatment is spectacular, and often life saving. 

Tables 1 and 2 illustrate the frequency of acci- 


TABLE 1.—Accidental Deaths Attributed to Insect Bites and 
Stings (Texas Bureau of Vital Statistics). 


Bee Wasp Bee or Ant Type Un- 
Year Sting Sting Wasp Sting Bite Spider specified 
1952. 1 1 0 0 
1953 0 2 1 0 
1954 1 0 0 
1955 0 0 2 
1958 2 
1959* 0 


*First 7 





months. 
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TABLE 2.—Accidental Deaths Attributed to Insect Bites and 
Stings (United States Statistics, 1957).* 


State . State 


Alabama 
California 
Colorado 
Delaware 
Florida 
Georgia Tennessee 
Idaho Texas 
Illinois 
Kentucky 
Louisiana 


Missouri 

New Jersey 
New York 
North Carolina 


Virginia 
Wyoming 


Total ... 


dental deaths attributed to certain insect bites and 
stings in Texas and the United States. These statistics 
are by no means accurate, as pointed out by Swinny.’° 
He has shown that there are many more cases each 
year than reported, since some deaths from insect 
stings are recorded as natural, causes unknown. 


Although the incidence of reactions to biting in- 
sects cannot accurately be obtained, reports in the 


TABLE 3.—Symptoms Reported in Cases of Authors and 
Their Colleagues. 





1. Local swelling 8. Nausea 
. Generalized urticaria 9. Loss of consciousness 
. Shortness of breath and 10. Headache 
cough 11. Convulsion 
. Generalized itching 12. Schoenlein-Henoch 
. Aching and joint swelling syndrome 
. Angioneurotic edema 13. Shock 
7. Asthma 


lay press of this country have greatly increased. It is 
because of this that the number of patients who 
reported to our office was increased fourfold over 
the previous year. The severe reactions to insects are 
mainly attributed to wasp and bee. Severe reactions 
to other insects can be reported by most physicians. 
Typical histories of ant bites are enumerated by 
Bowen.' Benson? reported several mosquito bite 
cases. Wolf'* has reported an unusual allergy to the 
Mexican kissing bug, and Parsons® a case of bedbug 
bite anaphylaxis misinterpreted as coronary occlusion. 
The symptoms of patients with histories of sensitivity 
to wasp, ants, hornets, bees, and mosquitoes vary 
from severe local reactions to loss of consciousness. 
Table 3 shows the symptoms reported in our own 
cases, or those of our colleagues, in the order of 
their occurrence. 


Common Allergenic Properties of Insects 


Increasing interest in insects as causative agents of 
allergic manifestation, and conflicting reports as to 
what protection hyposensitization to one member of 
the Class Insecta affords against the other members 
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of the same class, prompted the present study. Prince 
and Secrest® suggested that the extract of bee will 
hyposensitize human beings against species of the 
other families of the suborder Clistogastra of the 
order Hymenoptera of the Class Insecta, Phylum 
Arthropoda, whereas Swinny’® states the sensitivity 
is species specific. 

The close zoological relationship of the wasp 
(Polistes) and the bee (Apis mellifica) might sug- 
gest common allergenic properties of their antigens. 
Foubert and Stier* have shown in gel diffusion that 
common antigens are indicated. In review of the 
results of several insect sensitive patients, a common 
allergen is suggested, since numerous patients state 
that while they are being treated with the antigen 
of wasp or bee, ant bites do not bother them. 

Our own investigation also suggested common 
antigens. The sera studied were obtained from un- 
selected patients with clear-cut, alarming systemic 
symptoms from wasp stings. Those whose reactions 
were just pain, redness, swelling, or exaggerated local 
swellings were excluded. The sera obtained were in- 
jected into individuals who had never had any in- 
jections of insect antigen except those used in skin 
testing to determine their non-insect sensitivity by 
punch test. The technique used was as follows: 


1. All studies were done on individuals who were 
negative to insects by history and skin testing. 

2. Into each of three sites in a vertical row on 
the lateral aspect of each upper arm was injected 
0.10 cc. intradermally of sensitive serum (to which 
had been added as a preservative, 1:100 of its volume 
of 1:100 Merthiolate, making the final concentration 
of Merthiolate, 1:10,000). 

3. At the end of 48 hours, the top two sites of 
the right arm were tested with wasp antigen of 
1:100 dilution, and the top two sites of the left 
arm with bee antigen of 1:100 dilution. These same 
sites were tested daily on each succeeding day until 
a positive reaction was no longer obtained by the 


wasp or bee antigen in the top two sites of each 
arm. 

4. When the top site revealed a negative reaction 
(that is, evidence that antibodies were exhausted), 
site 2 of the right arm was tested with bee antigen 
and site 2 of the left arm was tested with wasp 
antigen. 

5. On the last day of the test, site 3 of the right 
arm was tested with wasp antigen, and site 3 of the 
left arm with bee antigen. 

In all donor areas the wasp antigen completely 
exhausted the patient’s antibodies,? whereas in the 
sites where bee antigen was used, positive reactions 
to wasp antigen were not exhausted. In all instances 
except one, the wasp antigen so neutralized the 
serum sites that bee antigen failed to show any posi- 
tive reactions. When tested in the same areas, the 
reaction was greatly diminished. Site 3, which had 
not previously been used as a test site, was used as 
a control and both showed reactivity on the last day 
of the test to wasp and bee antigens, respectively. The 
results are tabulated in Table 4. 


Method of Treatment 


Treatment is divided into two phases: immediate, 
which may be life saving; and prophylatic, or desen- 
sitization therapy. 

I. Immediate 

1. Local 
a. Wet alkaline packs. 
b. Ammonia water. 
c. Antihistamine ointments. 
. Systemic 
a. Tourniquet if patient stung on extremity. 
b. Epinephrine hydrochloride 1:1,000 solu- 
tion, 2 to 3 minims, administered into 
site of bite, and in some other part of the 
body, given subcutaneously or intraven- 


TABLE 4.—Results of Skin Testing in Present Study. 


Right Arm Substance Patient 


KN JR MW SW NW GE WE 


Site 1 
Ist day Serum * 
3rd day Wasp** cA Fen 
4th day Wasp ; ir 
Sth day Wasp = 
Site 2 
lst day Serum * 
3rd day Wasp** 
4th day Wasp 
Sth day Bee 
Site 3 
Ist day Serum 
Sth day Wasp 


Left Arm Patient 
KN JR MW SW NW GE WE 





*0.10 cc. 
**O.95 cc: 
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ALLERGY TO INSECTS — Etter et al. — continued 


ously. There is not much reason for giving 
more than 3 minims in any one site be- 
cause epinephrine causes enough vasocon- 
striction that it is not absorbed readily. If 
the situation warrants, several small injec- 
tions are more efficient. 
c. Intravenously administered antihistamine. 
d. Plasma therapy if there is evidence of 
hemoconcentration. 
e. Intravenously administered corticotropic 
hormones. 
Il. Desensitization 
1. Species or genus specific antigen is prefer- 
able. However, often this is not discernible, 
especially, when the history comes from small 
children. If a barb is found in the lesion, the 
sting is almost certainly that of a bee. Often 
the patient is seen too late to determine what 
the offending insect was. When this is the 
case, we give a mixture of bee and wasp 
antigen even though our previous experi- 
ments indicated that wasp antigen will prob- 
ably protect against bee stings. 


The antigen we use is made from whole adult 
insects that have been caught alive and quick frozen, 
and kept in that state until the antigen is extracted. 
Insects that have been dead for any length of time 
are not suitable because of change in the protein of 
the insect. The insects are placed in a Waring Blend- 
er, with Hollister-Stier extracting fluid, in an amount 
of 1 part of insect to 20 parts of extracting fluid. 
When the mass has been blended well, it is placed in 
a refrigerator for 48 hours, after which it is sterilized 
by Seitz filtration. The strength obtained is a 1:20 
dilution, called stock. Serial dilutions are then made 
with Merthiolate saline dilution fluid. A sterility test 
is run in thioglycolate broth for 48 hours. 

For those practitioners who do not have time, or 
to whom the insects are not available in large enough 
quantities, commercial extracts or dried defatted in- 
sects of some species may be obtained from several 
commercial houses that prepare allergenic materials. 

Technique and Caution of Skin Testing—A pa- 
tient with a history of severe insect sensitivity, 
especially to bee, wasp, ant, or mosquito, is routinely 
punch tested with material from the following in- 
sects: 


Wasp Roach Salt water shrimp 
Bee Tick Small mixed insects 
Mosquito Silkworm Beetle 

Ant Sow bug Moth 


The punch dilution is a 1:20 (weight by volume). 
Insect antigens that give a positive punch test are 
titrated with genus specific insect antigen in several 
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dilutions, starting with 0.02 cc. of a 1:1,000,000 
dilution. If there is no reaction, the 1:100,000 dilu- 
tion is given, then the 1:10,000 dilution, and, finally, 
the 1:1,000 dilution. The end point of titration is a 
local reaction or a systemic reaction, whichever occurs 
first. Test titrations are limited to 3 or 4 per sitting, 
as cumulative reactions are feared. In addition to 
the local reactions, the following constitutional re- 
actions have been used as end points: hand itching 
with nausea, generalized tingling of the skin, asthma, 
headache, dizziness, and drowsiness. When an end 
point has been determined, it is used as the starting 
desensitization dosage. In many of our patients no 
reaction is obtained if testing is performed too soon 
after a systemic reaction from a sting or bite. How- 
ever, testing in these individuals 2 weeks or more 
after the reaction has subsided shows a skin reaction. 


Desensitization Therapy—When the, end point 
has been determined, treatment is instituted. The end 
point, determined by titration, is the basis for initial 
desensitization, and treatment is usually started in the 
next weaker dilution than the determined end point. 
For instance, if a positive reaction was obtained in 
a 1:100,000 dilution, treatment would be started with 
the 1:1,000,000 dilution. Hyposensitization dosages 
are given twice a week for 6 treatments, then once 
a week. The usual starting dosage of the determined 
strength will be 0.05 cc. It is increased to 0.45 cc., 
at which point the next stronger dilution 1:100,000 
is given. This is continued at weekly intervals until 
a 1:100 dilution is reached, then 0.45 cc. of a 1:100 


TABLE 5.—Example of Treatment Schedule in Which Test 
Was Positive in 1:100,000 Dilution. 


1:1,000,000 1:100,000 1:10,000 1:1,000 1:100 
Twice a Once a Once a Once a Once a 
Week Week Week Week Week 


0.05 0.05 0.05 0.05 0.05 
0.10 0.10 0.10 0.10 0.10 
0.15 0.15 0.15 0.15 0.15 
0.20 0.20 0.20 0.20 0.20 
0.25 0.25 0.25 0.25 0.25 
0.30 0.30 0.30 0.30 0.30 
0.35 0.35 0.35 0.35 0.35 
0.40 0.40 0.40 0.40 0.40 
0.45 0.45 0.45 0.45 0.45* 


*Maintenance therapy dosage continued once a month. 
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dilution is given. This dosage is continued at monthly 
intervals indefinitely. 


Summary 


Although insect sensitivity affects only a small 
portion of patients, the condition is by no means the 
least taxing of those the physician sees, both in diag- 
nosis and in determination of the offending insect. 
Patients should be told that they can be helped re- 
markably; in fact, it is the physician’s obligation to 
so inform them. Such efforts may be life saving. 

The present study suggests that there are common 
antigens in the bee and in the wasp. Because of the 
inaccuracy of identification of insects in some cases, 
it would be wise to use wasp antigen in place of bee 
antigen, or to use a mixture of the two. However, 
when identification has been made, the species-spe- 
cific antigen is the one of choice. 
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Madribon was administered therapeutically or prophylactically to 289 patients 
with respiratory type allergies complicated by acute or recurrent infections. Of the 195 
with acute infections, 151 achieved a satisfactory response, and 44 were not benefited. 
Eighty of 94 with recurrent infections treated prophylactically responded satisfactorily 
to treatment, and 14 showed no improvement. In 4 patients a skin rash was attributed 
to the medication. The low incidence of side effects is notable. 


Madribon In Allergy 


WILLIAM C. GRATER, M.D. 


Dallas, Texas 


T IS WELL KNOWN that there is a complex 

but definite relationship between infection and 
allergy. A common clinical example of infection as 
a secondary complication is the patient with hay 
fever or asthma who subsequently has infections in 
the sinuses and pulmonary tract.5 Conversely, infec- 
tion may be a causative factor in allergy. Asthma 
frequently follows acute infection of the respiratory 
tract in the allergic child. Chobot' reported that of 
400 children with asthma, a chronic focal infection 
was the sole cause in 30.5 per cent of cases. Also, 
in adults who have had previous sensitization, re- 
sistance to infection is considerably decreased.> The 
relationship between allergy and infection is not 
completely understood, and opinions vary. In many 
cases of allergy complicated by infection, it is 
thought that bacterial allergy is related to an antigen- 
antibody mechanism. Other workers believe that in 
some cases infection may induce a type of auto- 
sensitivity. Another hypothesis is that the bacterial, 
viral, or biochemical antigen acts pharmacologically 
to cause an allergic-like reaction.® In any case, the 
importance of treatment lies in removal or preven- 
tion of the infection, which will also relieve the 
allergic symptoms in these patients. 

In this study all patients had respiratory allergies 
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complicated by acute or repeated infection. Sulfa- 
dimethoxine (Madribon), a long-acting and low- 
dosage sulfonamide, was used as a therapeutic and 
prophylactic agent. Although other uncomplicated 
respiratory infections have been widely and success- 
fully treated with sulfadimethoxine,”:** its use in 
similar infections complicated by allergy had not 
been previously reported. 


Materials and Methods 


Two groups totaling 289 patients were treated 
with Madribon, the first therapeutically and the 
second prophylactically (Table 1). 


Group I (Treatment) consisted of 195 patients 
with respiratory allergies complicated by acute infec- 
tion. The outstanding symptoms were chills, fever, 
and leukocytosis, generally associated with asthmatic 
bronchitis. Adult patients were given an initial dose 
of 1 Gm. of Madribon, followed by doses of 0.5 Gm. 
daily for 7 days. In children younger than 6, dosage 
was half this amount. Results were evaluated ac- 
cording to the period required for patients to become 
afebrile and asymptomatic. 


TEXAS State Journal of Medicine, DECEMBER, 1960 





TABLE 1.—Results of Therapy With Madribon in Allergic 
Patients. 


No. of Successful Unsuccessful 
Patients Results Results 


mi... 151 a 
Gre TE SSS, 94 80 14 


Totals 289 231 58 
Percentage .. 80% 20% 


Group II (Prophylaxis) consisted of 94 patients 
with similar respiratory allergies complicated by re- 
peated infections selected for prophylactic therapy 
during periods when they were symptom free. Doses 
were identical with those given during treatment for 
overt infection, although occasionally a lesser dos- 
age was used. Treatment periods varied from 48 to 
240 days, with an average of 115 days during the 
8 winter months of two winters. Results were evalu- 
ated according to the number and severity of associ- 
ated infections. The patient was judged to have an 
associated infection if chills, fever, leukocytosis, and 
other recognizable symptoms were present. 


Results 


Group I: Of 195 patients treated therapeutically, 
151 had satisfactory results. This appears about equal 
to results I have obtained with tetracycline.* 


Group Il: Eighty of the 94 patients treated pro- 
phylactically were judged to have satisfactory results 
and 14, unsatisfactory. During 10,566 patient days 
there were 156 proved respiratory infections. Dur- 
ing these, patients were treated with other antibi- 
otics, and Madribon therapy was resumed when the 
infection subsided. The incidence of upper respira- 
tory infections was about half that of similar groups 
receiving no prophylactic therapy. There was a de- 
crease in the severity of these episodes and in com- 
plications as observed both objectively and subjec- 
tively. 

One of the most notable findings was the lack 
of serious side effects from the drug. Only 4 patients 
proved allergic to Madribon with resulting skin 
eruptions. One of these required corticosteroids to 
alleviate distress. In the other patients the skin lesions 
disappeared when the drug was discontinued. Gastro- 
intestinal distress and disturbances of the central 
nervous system, frequent in hypersensitive indi- 
viduals, were neither reported nor observed. 


Discussion 


Madribon proved an excellent drug for both treat- 
ment and prophylaxis of respiratory infections as- 
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sociated with respiratory allergy. This is to be ex- 
pected from any good antibiotic—penicillin, novo- 
biocin,* and tetracycline*—as reported in the litera- 
ture and confirmed in my experience. With Madribon 
the extremely low incidence of side effects was note- 
worthy. Most antibiotics are associated with a higher 
incidence of untoward reactions, some of a serious 
nature. In treatment of hypersensitive patients, extra 
caution must be used in the choice of drugs since 
other allergic reactions develop more readily in them 
than in other patients. Penicillin, known to cause 
reactions in as many as 10 per cent of those treated 
would, therefore, seem contraindicated for prophyl- 
axis in allergic patients. When prolonged drug ad- 
ministration is anticipated, cost may also be a serious 
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consideration. In this respect Madribon, again, out- 
weighs other antibiotics as a therapeutic choice. 


In addition to their antibacterial activity sul- 
fonamides, in general, may have an antiinflammatory 
or other metabolic effect. They have been useful in 
certain skin disorders, such as dermatitis herpeti- 
formis, which are not necessarily associated with in- 
fection to a degree greater than anticipated from 
their antibacterial component. For this reason the 
possibility that other mechanisms may be involved 
should be considered when studies on sulfonamide 
action are reported. 
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Approximately 20 to 25 senior citizens were returned each year to the 
community from a Veterans Administration Center, and the majority of 
them hold down a full or part time job. This represents a savings of $11,000 
per year for the institution. This can be accomplished by the establishment 
of a sheltered workshop, where residents are tested, acquire new vocational 
skills, and brush up om old ones, and perform work under sheltered 


conditions at their own capacity. 


Vocational Aspects inl GERIATRIC AZEHABILITATION 


MANFRED R. M. BLASHY, M.D. 


Temple, Texas 


T MIGHT APPEAR out of the ordinary to con- 
sider vocational aspects in an age group in which 
many might expect that a vocation is a matter of 
the past, and that one should talk in terms of “avo- 
cation” or “hobby.” This is, however, not as realistic 
as it was thought to be. Such an attitude cannot be 
maintained any longer, for, there are at least two 
valid reasons for taking a more flexible view today. 
The first is the recognition of work as an essen- 
tial of life itself. The stimuli of work on the physical 
and mental state of the human are paramount for 
the maintenance of his well-being—indeed his sur- 
vival. It would be foolish to dispense with them not 
only because of age per se, but also even if age is 
conjoined by disability or infirmity. Therefore, the 
effort must be made to return the patient beyond 
independence in his daily needs to work, if at all 
possible. How much and what kind depends on the 
individual, his situation, and his capabilities left or 
regained. 

The second reason is that many so-called senior 
citizens are capable of working while bearing their 
age, and possibly infirmities, with patience and dig- 
nity. Many famous examples could be cited, but 
there are many more persons who in less spectacular 
ways lead constructive lives in the seventh, eighth, 
even ninth decade. Without having to exert my 
memory, I can count no less than seven people in 
my own circle who are between 66 and 75 and who 
lead independent, active lives. They include an oph- 
thalmologist with a flourishing practice in New York, 
a head of a music department at a mid-western 
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university, a character actress in Europe, and several 
housewives. Some of these are considerably hampered 
by arthritis, hypertension, and other infirmities. 


All of this shows that thinking of vocations or 
vocational rehabilitation in advancing age is perhaps 
not as far-fetched as it might seem at first glance. 
Several general considerations must be kept vividly 
in mind. First, rehabilitation is being fought on four 
fronts and, mostly, simultaneously: the medical, the 
social, the economic, and the vocational. Second, to 
geriatric ills in general, there has to be added mul- 
tiple disabling abnormalities. Third, the physician 
needs help to solve these multifaceted problems in 
the persons of rehabilitation nurse, social worker, 
vocational counselor, and others—in brief: the re- 
habilitation team. Finally, the problems have to be 
solved on an individual basis since they comprise an 
infinite variety. 


The team approach in both rehabilitation and geri- 
atrics is perhaps the most progressive advance made in 
the past decade or so. I had the opportunity to partici- 
pate in two surveys of geriatric institutions. One was 
conducted by the Veterans Administration at its 
Center in Bath, N. Y., as early as 1949.1 The other 
was conducted by the State of New York in several 
homes for the aged in the Buffalo area in 1957.5 
Both comprised an approximate total of 3,000 per- 
sons in four institutions and have been considered 
statistically significant. The results of both surveys 
in terms of veterans as contrasted with nonveterans 
were compatible. 


TEXAS State Journal of Medicine, DECEMBER, 1960 





Category of Residents 


Residents of these homes or institutions usually 
fall into three major categories: (1) infirmary, (2) 
rehabilitation, and (3) liabilities. 

The first is generally—especially in vocational 
terms—what may be called “beyond rehabilitation.” 
These are the total or partial bed patients in need 
of 24 hour nursing care, amounting to approximately 
30 per cent of the total resident population. 

The second is, in physical, mental, and functional 
terms, the opposite of the first and amounts to about 
20 per cent. It is actually and potentially the cream 
of the crop; hence, its designation as “rehabilitation 
category.” The most significant feature, however, is 
that about half of this group has a vocation, that is, 
they are working within the institution, either in 
paying jobs (what the V.A. calls “member em- 
ployees”) or in work assignments. There should be 
little reason why these residents could not work out- 
side the institution just as well as within. Many of 
them, indeed, could if there were a determined 
social service worker to place them in the community 
and an equally determined vocational counselor to 
place them in jobs. This subgroup comprises between 
10 to 12 per cent. One of the tragic facts to come 
out of these surveys is that a group of people are 
in institutions where they do not belong because 
nobody was there to get them out. 

The other 8 to 10 per cent of the rehabilitation 
category is composed of residents classified as “good 
rehabilitation risks.” They usually have some physical 
limitation or minor infirmity amenable to a course of 
therapy, physical or otherwise. They can be trained 
or retrained in the Sheltered Workshop and made 
ready for community or job placement. They often 
have resources such as social security, compensation, 
or veteran’s pension on which they can live, perhaps 
supplemented with income from part-time work. This 
group also could be moved out of the institution 
with what is termed total push program, in which 
physical medicine therapists work closely with other 
members of the rehabilitation team. 

In order to demonstrate that these are not idle 
dreams, I will transpose some of the foregoing data 
into practical numbers as they pertain to a 1,000 
bed institution. One is apt to find there approxi- 
mately 200 persons in the rehabilitation category, 
of whom approximately 100 are already employed 
and the other 100 have a good chance of becoming 
so. Either subcategory has a good chance of leaving 
the institution. Not all of the patients in this classi- 
fication will achieve this goal, because rehabilitation 
is a vector force whose arrow points in two direc- 
tions at the same time: to progress as well as to 
regress. Nevertheless, it is certain that these 200 
people are worth working with. 

The final category of “liabilities,” about 50 per 
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cent, occupies the broad midportion of this human 
spectrum, ranging in disabilities all the way from 
the infirmary category to that of rehabilitation.* The 
majority of Sheltered Workshop assignments are de- 
rived from this category. 


Sheltered Workshop Functions 


The necessity of establishing a Sheltered Work- 
shop can never be overemphasized. According to my 
concept of geriatric care, as well as my practical 
experience, the Sheltered Workshop is the conditio 
sine qua non for any home for the aged worthy of 
its name. The functions of this human laboratory 
are fourfold: 

1. A testing laboratory of vocational skills, work 
tolerance, and endurance of the patient. This will 
supply knowledge of his capabilities and his capacity 
valuable not only to him, but also to the rehabili- 
tation team; specifically, through the vocational coun- 
selor to a potential employer. Such testing performed 
on admission and repeated at intervals will constitute 
a coherent record of progress, regress, or standstill 
and, thus, will tell a more dramatic, lively story than 
dozens of pages of far less immediate and practical 
significance, however well prepared and written. 

2. A prevocational teaching place in terms of 
(a) brushing up on previously acquired, but for- 
gotten vocational skills; (b) acquiring new voca- 
tional skills, if possible. 

3. A temporary stage in the rehabilitation process 
to higher (or lower) levels within and without the 
institution. 

4. A final stage of rehabilitation, for example, 
where the senior citizen will work constructively in 
the most literal sense of the term: performing work 
under sheltered conditions. “Sheltered” in this con- 
text has two meanings. It refers to the “sheltered 
milieu” of the institution, as well as to the activity 
itself which the senior resident performs at his own 
pace, solely dictated by his own capability, never by 
economic or commercial conditions. 

With the exception of the last point, it should be 
remembered that the “arrow of rehabilitation” will 
remain suspended in midair, so to speak, in activities 
of testing and training and will point in both direc- 
tions—to progress as well as to regress. During the 


Dr. Manfred R. M. Blashy, chief 
cf Physical Medicine and Rehabili- 
tation Service at the Veterans Ad- 
ministration Center in Temple, 
presented this paper before the 
meeting of the Texas Society on 
Aging, April 12, 1960, in Fort 
Worth. 





GERIATRIC REHABILITATION — Blashy — continued 


temporary stage in which the chances are more or 
less 50-50, it will point probably more toward the 
infirmary side than toward the rehabilitation side of 
the human spectrum alluded to before. In fact, some 
residents regress to the infirmary category. In con- 
trast, I have seen a patient with multiple sclerosis, 
bedridden for months, rise from the infirmary cate- 
gory through the sheltered workshop stage to return 
to his job as clerk in a post office within 5 months. 
He held this position capably for fully 2 years, when 
a severe psychological shock caused new dissemina- 
tion of disease, necessitating his return to the hos- 
pital. 


Rehabilitation Needs 


In a 1,000 bed institution, then, there will be about 
250 persons in the Sheltered Workshop who belong 
to the liability category of 500, that is, approxi- 
mately 50 per cent. Of these 250 patients, 20 to 30 
will progress from the sheltered-workshop level so 
that serious consideration as to a vocation will be 
justified. By comparison, the infirmary category will 
contribute few persons, the case cited above being 
the exception. Likewise, among the other half of the 
liability category (for example, the 250 persons not 
doing sheltered work) there will be only a few who 
will become candidates for vocational consideration. 
Taking these then, together with the approximately 
200 patients of the rehabilitation category mentioned 
previously, the sum total from the different groups 
of the resident population will amount to approxi- 
mately 250 patients worth working with toward vo- 
cational goals. This is 25 per cent of the whole, not 
a small number by any standards. 

Nobody experienced in rehabilitation will claim 
that all of these 250 senior residents can or will be 
returned to the community, let alone to gainful em- 
ployment. The point I want to make is that geriatric 
rehabilitation—and this includes its vocational as- 
pects—is essentially a dynamic process, its arrow 
aquiver and constantly in motion up or down the 
scale of progress or regress like the stillettos on an 
encephalogram. The notion is utterly mistaken one 
can put away a senior citizen in an institution like a 
glass of preserves in a freezer and expect him to be 
in the same spot and the same condition a year later. 
On the contrary, things are happening to that person. 
He might have died in the interval; he might have 
left 3 months before because he had become self 
sufficient or his social security might have come 
through, allowing him to live nearer his daughter 
and the grandchildren. He might be found in the 
greenhouse of the home working as a gardener, ful- 
fillment of an old and cherished hobby, or he might 
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be found in an infirmary bed, deteriorated after a 
second stroke. 

All of these and many more possibilties exist. If, 
however, adequate rehabilitation facilities should be- 
come available, the number of patients who progress 
can be significantly increased, and they can become 
positive assets instead of being left to their own 
devices or to mere accidents, most of which do not 
happen by themselves in the first place. 


Results of Rehabilitation 


The question then arises: what are the results and 
the cost of adequate rehabilitation facilities, since 
they require, if nothing else, a team of well-paid 
professional workers. Here again, I can present a few 
facts and figures, since I did this type of rehabilita- 
tion work with sufficient staff from 1947 to 1952. 
We were able to return to the community 20 to 25 
senior citizens per year from the rehabilitation cate- 
gory; the majority to a job, the rest to part time 
work, with reliance for their basic subsistence on 
social security, pensions, and similar resources. At the 
then officially determined rate of domiciliation of 
$5 per person per day, the Physical Medicine and 
Rehabilitation Service earned an average of $41,000 
per year for the institution. The budget of that part 
of the service which applied to the residents of the 
home was then approximately $30,000 per year. | 
think it is significant that our home rehabilitation 
section alone produced for the institution. a surplus 
of about $11,000 annually. This does not take into 
account that patients so rehabilitated change in eco- 
nomic status from tax consuming liabilities to tax 
paying assets. This shows in impressive figures that 
rehabilitation does pay, as the New York State 
Rehabilitation Division has been demonstrating for 
over 20 years. 

Moreover, it should be remembered always that 
nothing in this system of accounting is being said 
concerning the dignity, self-respect, and happiness 
regained by each of these individuals nor the ideal- 
ism, enthusiasm, and hard work on the part of re- 
habilitation workers who willingly accept the chal- 
lenge of one of the most difficult problems which 
society faces today. 
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Experimental 
Fetal Bone 


Grafts 


Frozen fetal bone grafts in rabbits apparently are 
well accepted, being more rapidly imcorporated 

by the host than either fresh autogenous or fresh 
homologous bone. Fetal bone does not appear to 
produce the immune inflammatory response 
commonly seen in association with homologous 
bone grafts. 


PHILIP M. OVERTON, M.D. 


CHARLES F. GREGORY, M.D. 
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OR ALMOST a century the grafting of bone has 
F been known to be clinically effective. Through- 
out the years there has been a widening application 
of bone grafts in orthopedic precodures. In the pres- 
ent era, they are being used in the treatment of new 
and old fractures and for filling or bridging bony 
defects. Yet the method of utilization of such grafts 
by the host and their ultimate fate have been poorly 
understood until the last decade. Many details are still 
elusive. 

The grafts which have been used fall into three 
categories. Autogenous bone grafts are those trans- 
planted within the same individual. Homologous 
grafts are those in which the bone is donated by 
another member of the same species. Heterogenous 
grafts are those in which the donor and recipient 
are of different species. 

It gradually has become apparent that autogenous 
bone grafts are better accepted by the host than any 
other type of graft. However, autografts are associ- 
ated with certain problems: the prolonged operating 
time necessary to secure the graft and the resultant 
additional trauma and risk to the patient. In certain 
cases, there is an inability to obtain a sufficient vol- 
ume of autograft because of age or general condition 
of the patient. 

These inherent disadvantages in obtaining auto- 
grafts, superimposed on the lack of knowledge as to 
the fate of grafts, have led to the use of many substi- 
tutes, ranging from heterogenous bone to ivory. The 
majority of reports on such alternates has been con- 
fined to the use of homologous and heterogenous 
bone prepared and preserved in various manners. 
Most authors have claimed clinical and roentgen-ray 
acceptance of this alternate graft material, but offer 
no reliable information concerning cell survival in 
the graft or origin of new bone formation. While 
most investigators have felt that homologous grafts 
are eventually incorporated as completely as auto- 
genous grafts, a recent report noted twice the failure 
rate with homologous bone as with autogenous bone. 
This sugests that there is a significant difference be- 
tween the two types of graft material. 

The rejection of homologous skin grafts is well 
known. More recently the failure of a certain per- 
centage of corneal homografts has been observed, 
yet because of the clinical success with homologous 
bone grafts, it has been a relatively few years that 
the role of tissue immunity has been considered. 

The establishment of a definite immune reaction 
in relation to homografts of bone has been impaired 
in part by the difficulty in demonstrating serologi- 
cally detectable antibodies. Considerable effort has 
been made, using direct and indirect approaches, to 
isolate from bone the antigens responsible for reac- 
tions about homografts. The partial success achieved 
leaves little doubt that such an immune response 
exists. 








FETAL BONE GRAFT — Overton — continued 


Because of the difficulty just noted in demonstrat- 
ing the production of antibodies, the histologic re- 
sponse of the host tissue to bone grafts has been 
more widely used to evaluate the extent of the im- 
mune response. By this means, it has been shown that 
most cells in fresh autogenous and fresh homologous 
bone grafts die although there may be survival of 
some cells in either. No cells seemed to survive any 
method of preservation. Cell survival, however, is of 
questionable importance because even fresh grafts 
are apparently incapable of making a significant con- 
tribution of new bone tissue. 


Therefore, the primary difference between auto- 
grafts and homografts lies in the host response to 
the bone implanted. It has been shown that there 
is virtually no inflammatory response to autogenous 
bone grafts, with the possible exception of a fibro- 
plastic response noted in some specimens when auto- 
genous cortical shavings were used. 

In contrast, there is a definite localization of in- 
flammatory cells about homografts. There is consid- 
erable variation in the degree of this reaction, pre- 
sumably related to the degree of genetic incompati- 
bility between donor and host. 


This inflammatory response is more intense in 
boiled, autoclaved, and merthiolate preserved bone 
than with fresh or frozen bone. It becomes manifest 
between the first and second week, reaches a peak 
between the third and fourth weeks, then gradually 
subsides over a period of weeks or months. In previ- 
ously sensitized hosts, homografts of bone produce 
a more rapid, intense, and prolonged inflammatory 
reaction. These findings are comparable to those ex- 
perienced with skin grafting and cell transplants, and 
suggest a latent period during graft vascularization 
and host antibody production followed by a state of 
acquired immunity. Paralleling this histologic in- 
flammatory response is a varying degree of graft re- 
jection reflected by a delay in or failure of incorpora- 
tion or replacement by the host. 

Heterografts evoke an inflammatory response simi- 
lar to that of homografts except that it appears 
earlier and is more intense, is initially characterized 
by acute inflammatory cells, is more prolonged, and 
usually causes complete rejection or destruction of 
the graft. 


That an immune response is incited by transplants 
of bone just as by other tissue transplants should be 
of some clinical importance. While the final results 
obtained with homologous bone may be the same 
as with autogenous bone, autografts are always in- 
corporated more efficiently during the early phases. 
Because there is no immune reaction, they should 
give more consistently good results than could be 
expected with homografts. Unaltered heterografts are 
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probably completely undesirable because of the in 
tense immune response produced. 

For either homografts or heterografts to give ac 
ceptable results with any predictability, it would b« 
necessary to alter either the antigenicity of the graf 
or the immune response of the host. Since the latte: 
is clinically impractical, attempts have been made 
to modify foreign bone to remove its antigenic prop- 
erties. 

One of the first promising preparations, and to 
date the best proved substitute for autogenous bone, 
is freeze-dried homologous bone. Lyophylization ap 
parently results in less denaturization of protein than 


Dr. Philip M. Overton, a resident 
at Parkland Hospital in Dallas, 
presented this paper before. the 
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does deep-freezing, with a corresponding decrease in 
the immune inflammatory response. Another prepa- 
ration which has been of considerable interest is 
“anorganic” bone, bone from which all organic 
matrix has been extracted. Even heterogenous bone 
prepared in this manner provokes no immune re- 
sponse; unfortunately there seems to be a paralleling 
lack of ability to induce new bone formation. 

Recently, much attention has been given to the 
transplantation of fetal tissues; experimental work 
in this field has been encouraging. To certain stages 
of development, fetal tissue specificity is of such low 
order that heterogenous transplantation impedes 
growth and development only partially, with no evi- 
dence of an associated inflammatory reaction in the 
host bed. While there has been experimental work 
on ectopic transplantation of fetal bone, no report 
has appeared on the use of fetal bone in grafting 
with the single exception of a case report in the 
Russian literature. It stated that there had been the 
same clinical success with fetal bone in this applica- 
tion as there had been with fetal skin grafts. 


Present Study 


Because of the apparent low antigenicity of fetal 
tissues and a potentially large source of fetal bone 
for clinical use, it was decided to attempt an experi- 
mental evaluation of fetal bone grafts. The donor 
fetal bone was obtained from near-term rabbit fetuses 
under aseptic conditions, and it was deep frozen until 
implanted. Recipients were young adult male rabbits 
operated upon in randomly selected pairs. Diaphyseal 
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defects were made in the third metacarpals of each 
forefoot in both animals. In the first of each pair, 
one metacarpal defect was left unfilled as a control 
nd the other was replaced by a single piece of fetal 
bone. In the second animal, one defect was filled with 
resh autogenous graft and the other with fresh 
omologous graft. Thirty-two partners survived and 
vere killed serially at 5, 10, 20, 30, 45, 60, and 90 
‘ays. The metacarpals were excised and decalcified in 
‘ersene, sectioned at 6 to 8 microns, and stained 
vith hematoxylin and eosin for microscopic study. 

In ungrafted defects, progressive stages in an at- 
empted repair process were observed, with no asso- 
iated inflammatory reaction. A comparison of the 
etal, autogenous, and homologous grafts at the vari- 
us time intervals follows. 

Fwe Days——At this early time there was invasion 
if the nonviable fetal bone graft by mesenchymal 
ouds and capillaries, and a bond of immature carti- 
age between the graft and host. Early ingrowth of 
nesenchymal tissue into the autogenous graft was 
ioted. About the ends of the homologous grafts were 
reas of necrosis containing large numbers of polys 
ind lymphocytes; there was no evidence of invasion 
of the graft. 

Ten Days.—There had been notable progression in 
the invasion of the fetal graft, which was bonded to 
the host by mature cartilage and new enchondral 
bone. Autogenous grafts had been further invaded 
and were bonded to the host by cartilage. There was 
no evidence of invasion of the homologous graft, and 
the inflammatory changes at the graft ends persisted. 

Twenty Days—Invasion of the fetal graft by host 
tissues had progressed, with considerable replacement 
of the graft. Autogenous grafts had been further in- 
vaded and were bonded to the host by mature carti- 
lage and bone. A pronounced lymphocytic and eosino- 
philic infiltration was present at the ends of the 
homologous grafts; there was still no evidence of 
invasion of the graft by host tissues. 

Thirty Days —The fetal graft had been completely 
replaced with no evidence of an associated inflamma- 
tory response. There was a mature bone bond be- 
tween the host and autogenous graft, with further 
invasion of the graft. There was beginning invasion 
of the homologous graft by host tissues. 

Forty-five Days —While there was no evidence of 
residual graft material, the marrow in animals which 
had received fetal grafts showed a pronounced in- 
crease in cellularity, the predominant cell being young 
eosinophilic myelocytes. The autogenous graft was 
still easily detectable, but had been further invaded 
and replaced; there was a slight increase in the host 
marrow cellularity. The homologous graft had been 
further invaded and was bonded to the host by ma- 
ture bone. A pronounced increase in the host marrow 
cellularity was primarily attributable to lymphocytes, 
but a large number of eosinophiles were also present. 
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Sixty Days—lIn the hosts with fetal grafts, there 
was still an increase in the marrow cellularity, pri- 
marily an increase in young eosinophiles. The auto- 
genous graft had been almost completely replaced. 
There was still a mild increase in the marrow cellu- 
larity of the host, mostly attributable to young eosino- 
philes. At this stage, the homologous graft also had 
been almost entirely replaced. The persistent increased 
cellularity of the host marrow was due to mature 
eosinophiles primarily. 

Ninety Days—The increased marrow cellularity in 
recipients of fetal grafts had subsided somewhat, with 
maturation of the eosinophiles responsible. There was 
no detectable remnant of autogenous graft, and the 
host marrow again appeared normal. Fragments of 
homologous bone were still detectable; the host mar- 
row still showed an increased cellularity, primarily 
because of lymphocytes. 


Conclusions 


In the course of this investigation, several interest- 
ing obseravtions were made: 

1. None of the grafts appeared to contribute new 
bone tissue. 

2. There was a definite histologic inflammatory 
response to homologous bone grafts, becoming ap- 
parent as early as 5 days, reaching a peak at 20 to 30 
days, and persisting throughout the observation 
period. 

3. While homografts were initially invaded and 
were replaced much more slowly than autografts, at 
the end of 90 days the only remarkable difference 
between the two was a moderate residual lympho- 
cytosis in the marrow of the recipients of homologous 
grafts. 

4. At 45 and 60 days an unexplained mild eosino- 
philia was noted in the marrow of hosts which had 
received autogenous bone grafts. 

5. Fetal bone grafts were invaded and replaced 
much more rapidly than autogenous grafts. 

6. A late eosinophilic response on the part of the 
host to fetal bone became manifest after complete 
replacement of the graft. 

Apparently, frozen fetal bone grafts in rabbits are 
well accepted, being more rapidly incorporated by 
the host than either fresh autogenous or fresh homol- 
ogous bone. Fetal bone does not appear to produce 
the immune inflammatory response commonly seen 
in association with homologous bone grafts. The late 
eosinophilic response incited by fetal bone is prob- 
ably of significance immunologically, but its nature 
is not known. 


A complete bibliography may be obtained from the author on 
request. 


® Drs. Overton and Gregory, Parkland Hospital, Dallas. 
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One of the most significant facts learned from epidemtologic 
research is that the total incidence of human cancer is steadily imcreas- 
ing. An important factor in the higher incidence of cancer among men 
is the sharp increase in cancer of the respiratory system among males 
45 years of age and older. This alarming situation is a compelling 
reason for intensive research on the causes of the imcrease. 


Epidemiology in Cancer Control 


JOHN R. HELLER, M.D. 
New York, New York 


HE IMPACT of cancer has increased tremen- 

dously in the past half century as control has 
been gained over the infectious diseases and as the 
percentage of older persons in the population has 
increased (Fig. 1 and 2). Cancer is now the nation’s 
second leading cause of death, surpassed only by dis- 
eases of the heart and circulatory system. An esti- 
mated 500,000 new cases of cancer are diagnosed 
every year, and about a quarter of a million persons 
die annually of malignant disease. In all, there are 
about 770,000 persons under treatment for cancer 
at any one time. If these trends continue at their 
present rate, 45,000,000 Americans now living will 
have cancer and 26,000,000 of them will die of it. 
The cost of hospital care alone for these patients is 
approximately $300,000,000 a year, and the loss to 
the nation in goods and services has been conserva- 
tively estimated at $12,000,000,000. 

Such figures tell an alarming story of the burden 
of malignant disease on the population, but do little 
more than suggest the personal suffering that ac- 
companies the onset of cancer. It is sufficient for 
all of us—the general public, the medical profession, 
and the scientific community—to recognize that this 
problem is of the utmost concern not only to the 


nation, but to the world and every man, woman, and 
child in it. 
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The search for an adequate means of controlling 
cancer is first of all a problem for the scientist, for 
only through research can be gained the knowledge 
to enable more effective control measures. The ulti- 
mate goal is prevention, early diagnosis, and effective 
treatment. 

Of the many challenging aspects of cancer research 
—virology, chemotherapy, studies of the nature of 
cancer—one of the most interesting to me is epidemi- 
ology, the yardstick with which scientists measure the 
extent of cancer in the population. What are the 
tools of the epidemiologist? Chiefly, they are statis- 
tical data (usually in terms of cases per 100,000 per- 
sons) on incidence, prevalence, and mortality rate of 
cancer in the population. By incidence I mean the 
number of cases diagnosed during the year a study is 
made; prevalence, the number of persons known to 
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is now president of the Memorial 
Sloan-Kettering Cancer Center of 
New York City. He presented this 
address at a general meeting 
luncheon during the Fort Worth 
annual session of the Texas Medi- 
cal Association on April 11, 1960. 
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CARDIO-VASCULAR TUBERCULOSIS PNEUMONIA DIARRHEA &  NEPHRITIS ACCIDENTS CANCER 
ENTERITIS 
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Fig. 1. Increasing importance of cancer as cause of death since 1900. 
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Fig. 2. Increasing population, plus greater number of persons of advanced age, equal more cancer deaths. 
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Fig. 3. Cancer incidence rates by age. 


have had cancer at any time during the year; and 
mortality rate, the number of deaths caused by malig- 
nant disease for the year. 

From this information scientists can determine, for 
example, in what racial, ethnic, and occupational 
groups cancer develops at a high rate and what types 
of cancer are increasing and decreasing. These find- 
ings provide clues as to causes of cancer which may be 
used as the basis for developing preventive measures. 
Furthermore, investigators can assess the effectiveness 
of diagnostic and therapeutic techniques in curing 
or prolonging the lives of cancer patients. Analysis 
of data gives information on human cancer that is 
difficult to obtain in any other way because studies 
of cancer causation cannot be carried out in man. 
Furthermore, appraisal of survival involves so many 
unknown factors that generalizations are valid only 
when based on studies of large numbers of people. 

One of the most significant facts from epidemio- 
logic research is that the total incidence of human 
cancer is steadily rising (Fig. 3). This chart shows 
the incidence of cancer for men and women at vary- 
ing age levels. During the first 30 years the rate for 
both sexes is relatively low. At about age 35 there is 
a sharp upturn in the risk of developing cancer, and 
the trend continues throughout the normal lifespan. 
The incidence rate in women is higher than that in 
men between the ages of 30 and 55, but after that 
the male incidence rate surpasses the female rate and 
remains ahead. These data come from a National 
Cancer Institute study of 10 metropolitan areas se- 
lected to represent different geographic regions of 
the United States. The cities were Atlanta, Birming- 
ham, Dallas, and New Orleans in the South; San 
Francisco and Denver in the West; and Chicago, De- 
troit, Philadelphia, and Pittsburgh in the North and 
East. The data were gathered twice—during the 
periods 1937-1939 and 1947-1948. 
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An important factor that contributes to the higher 
incidence of cancer in men is the sharp increase in 
cancer of the respiratory system among males 45 
years of age and older (Fig. 4). This increase in the 
10 year period 1937-1947 was 66 per cent for all 
persons, 73 per cent for males, and 51 per cent for 
females. For cancer of the lung specifically, the in- 
crease was 105 per cent for all persons, 119 per cent 
for males, and 67 per cent for females. The mortality 
rate attributable to lung cancer is still increasing. In 
1930 fewer than 3,000 deaths were ascribed to this 
type of cancer. This year an estimated 35,700 persons 
will die of it, 30,800 of whom will be men. Because 
only about 4 per cent of patients with lung cancer 


survive, incidence and mortality rates are virtually 
identical. 


Such an alarming situation is a compelling reason 
for intensive research on the causes of this increase. 
An impressive number of independent epidemiologic 
studies, not only in the United States but in Great 
Britain and other countries, has produced convincing 
evidence that excessive cigarette smoking is a prin- 
cipal cause of the increased incidence of lung cancer, 
although certainly not the only one. Some of these 
studies have suggested that the increased use of 
cigarettes by women in the last two decades will 
begin to affect the lung cancer rate in women within 
the next 5 years. Another factor undoubtedly in- 
volved is air pollution. The relative influences of 
smoking and air pollution are not clearly outlined. 
However, since knowledge of causes can often be 
used to prevent cancer, curbing the smoking habit, 
encouraging young people not to start smoking, and 
reducing the contamination of the atmosphere are 
obvious courses that need to be taken to attempt to 
reverse the upward trend of lung cancer incidence. 


Epidemiologic research has been particularly use- 
ful in identifying cancer hazards associated with oc- 
cupational exposure. One of the earliest observations 
of the relationship between external agents and can- 
cer dates back to the eighteenth century. In 1775 
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Fig. 4. Incidence of cancer of respiratory system in 10 
urban areas, 1947 and 1937. 
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Fig. 5. Known and suspected environmental carcinogens 
and body sites they attack. 


Sir Percival Pott, a London surgeon, described cancer 
of the scrotum in chimney sweeps, and suggested an 
association between the accumulation of soot on their 
bodies and the disease. With the development of the 
coal tar industry during the nineteenth century, an 
abnormally high incidence of skin cancer was ob- 
served in workers in the tar distillation plants. An- 
other important observation was of the association 
between bladder cancer and the handling of dyes and 


certain coal tar derivatives in the manufacture of 
rubber products. Epidemiologic study has shown a 
higher cancer risk for workers in the chromate pro- 
ducing industry, nickel smelting plants, and indus- 
trial plants where benzol fumes are present. Fig. 5 
lists a number of known and suspected environmental 
carcinogens and the body sites they attack. These 
carcinogens are various types of chemicals and radi- 
ations. 

Persuasive as the results of such studies may be, 
laboratory research in animals is needed to confirm 
these results and to learn how the carcinogen causes 
cancer. 

Some other relationships which as yet defy ex- 
planation have been pinpointed by epidemiologic 
research. 

1. Cancer of the uterine cervix is three to four 
times more common in non-Jewish women than in 
Jewish women. 

2. Primary cancer of the liver, which is rare in 
this country, is a leading cause of death from malig- 
nant disease among South African Bantu Negroes. 

3. Japanese in the United States have higher death 
rates from cancer of the esophagus and stomach than 
do whites or other non-whites. 

4. Navajo Indians have less cancer as a whole, 
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Fig. 6. One-half of all cancers involve sites accessible to direct examination in physician’s office (Source: No- 
tional Cancer Institute study of 10 metropolitan areas). 
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CANCER CONTROL —Heller—continued 


and more specifically less cancer of the breast, pros- 
tate, and lung than does the population in general. 

A significant finding of a recent study is the steady 
decline in incidence rates for cancer of the stomach 
in this country for both men and women during the 
past several decades—a trend duplicated in some but 
not all foreign countries. Stomach cancer occurs more 
frequently among persons in the lower socioeconomic 
groups, but does not seem to be associated with occu- 
pation. There is no significant variation in incidence 
rates for urban and rural residents. The rates are 
higher in the northern section of the United States, 
and this trend parallels the international pattern of 
geographic distribution. The reason for this is un- 
known, but there is some suggestion that changes 
in dietary patterns may be related. 

These findings mostly are the result of retrospec- 
tive studies, that is, epidemiologic research on past 
experience. Another way of using this technique is 
to conduct prospective studies, in which an experi- 
ment is designed to study a population group for a 
certain period of time in the future. One such study 
is in progress in Hagerstown, Md., not far from the 
headquarters of the National Cancer Institute. The 
plan is to explore every factor in this community to 
find any common denominator that may be associ- 
ated with cancer occurrence. 

A composite picture of the area showing topog- 
raphy and background radiation levels is being 
mapped. Analyses are being made of soil, water, air, 
and crops to obtain as complete knowledge as pos- 
sible of the natural environment of the community. 
A house-to-house canvass is under way to gain in- 
formation about occupancy, type of building materials 
used in construction, and any unusual diseases in 
domestic animals and pets. 

This community was chosen because it offers a 
number of favorable circumstances. It appears to 
have an average cancer rate, compared with those 
for other areas in the nation. It has had an unusually 
stable population for many years. In addition, docu- 
mentary evidence of the residence history of the com- 
munity is available from the National Archives. From 
local health department mortality records dating back 
to 1898, it is possible to measure cancer experience 
with particular emphasis on families with cancer his- 
tories. Information obtained from this long-range 
epidemiologic and laboratory study may afford new 
opportunities for the prevention of cancer by the 
identification of carcinogenic hazards. 

Another way in which epidemiologic research is 
useful in cancer control is in measuring the effective- 
ness of techniques for the detection of cancer among 
large population groups. For instance, analysis of 
data from the National Cancer Institute study of the 
10 metropolitan areas mentioned previously indi- 
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cated that one-half of all cancers in the nation’s pop- 
ulation involve sites accessible to direct examination 
by a physician during an ordinary office visit (Fig. 
6). For instance, 21.7 per cent of malignant disease 
in women was in the breast, and 18.9 per cent in 
the uterus. These are the two leading causes of death 
from cancer among women. In men 22.3 per cent of 
cancer involved the mouth, pharynx, rectum, and 
prostate. These data clearly show the importance of 
regular physical examination, during which the physi- 
cian examines these accessible sites as a matter of 
routine. 


Epidemiologic investigation has established the 
great value of exfoliative cytology in the detection 
of cancer of the uterus as an aid to cancer control. 
Several years ago the National Cancer Institute under- 
took a study to determine whether the cytologic test 
was a useful and reliable case-finding technique 
among large populations. With the cooperation of 
the University of Tennessee and local health and 
medical authorities, a project was established in Mem- 
phis and surrounding Shelby County to apply the 
test to 165,000 women in the community (Fig. 7). 


Diagnosis 


Seas so BF Second %/ 
intraepithelial oe eee screening 
carcinoma of 
cervix 

393 (3.6) ” 72 (2.2)¥ 
Invasive 
uterine cancer 
373 (3.4) ” i (0.3) ¥ 


V First screening - 108,000 women 
%/ Second screening - 33,000 women 
¥ Case finding rate per 1,000 women 





Fig. 7. Results of cytologic tests for cancer of uterus in 
Memphis. 


Among the first 108,000 women given the test, 
800 cases of uterine cancer were detected and subse- 
quently diagnosed microscopically. Almost half of 
these were early cervical cancer, for which the cure 
rate is nearly 100 per cent. Fully 90 per cent of these 
cases were unsuspected. The other 400 cases were 
invasive cancers, of which about 30 per cent were 
unsuspected. 


About a year later 33,000 of these 108,000 women 
received a second cytologic test. In this group another 
83 cases of cancer were detected, of which 72 were 
early and 11 advanced. Thus, in terms of rate per 
thousand, there was a slight decrease for early can- 
cer from 3.6 to 2.2, and a sharp drop for advanced 
disease from 3.4 to 0.3. In other words, the rate for 
advanced cancer of the uterus was only one-tenth as 
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high on the second screening as it was on the first. 
Other information obtained from analysis of these 
data showed that advanced uterine cervical cancer 
may be asymptomatic for 2 to 3 years after onset, 
and may be detected cytologically during this symp- 
tom-free period. 

On the basis of the Memphis experience, National 
Cancer Institute scientists and grantees are studying 
the possibilities of adapting the cytologic technique 
to detection of cancer of other sites, such as the lung, 
large intestine, stomach, bladder, and prostate gland. 
Epidemiologic techniques are being employed to de- 
cermine whether these tests also may be of value in 
the screening of large population groups. 

This kind of research provides still another yard- 
stick to measure progress in cancer control. Studies 
of large population groups enable researchers to 
assess not only detection techniques but also the ef- 
fectiveness of treatment in prolonging the useful 
life of cancer patients. A large and important body of 
data giving such information has resulted from a 
cooperative study of records in Connecticut gathered 
during the 17 year period 1935-1951. Analysis of 
these data by scientists of the National Cancer Insti- 
tute and the Connecticut Department of Health re- 
vealed a number of important facts about cancer sur- 
vival that are believed to be representative of the 
entire country (Fig. 8). 
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Fig. 8..Cancer 5 year survival rates in Connecticut 
(Source: Connecticut State Department of Health). 


The medical records of some 75,000 cancer patients 
showed that the rate for patients surviving 5 years 
after the diagnosis of the disease is improving sig- 
nificantly. Within the period of this study, the sur- 
vival rate rose from 19 to 25 per cent for males and 
from 29 to 38 per cent for females. This means an 
increase from 1 in 4 cancer patients surviving at the 
beginning of the study to 1 in 3 by 1951. The results 
have been attributed to more effective therapy rather 
than earlier diagnosis. 
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This is a continuing study. Recent data have indi- 
cated that women with cancer of the uterus have a 
better chance of surviving today than they had 25 
years ago and that the improvement may be associ- 
ated with the increased use of surgical treatment. 
Among patients treated surgically for localized uter- 
ine cancer, the 5 year survival rate was nearly 90 
per cent. It is encouraging to note that part of this 
improvement in survival may also be associated with 
physicians’ increased use of the cytologic test for 
uterine cancer. 

Survival among patients with breast cancer, how- 
ever, has not changed significantly in the last quarter 
century, nor have incidence and mortality rates for 
this disease. This suggests that any future improve- 
ment in survival rates is more likely to come from 
development of new techniques than from refine- 
ment of current treatment methods. 


What do all these figures mean in planning the 
next steps to take in attempts to solve the problem 
of cancer? For one thing, they mean that 1 patient 
in 3 is being saved; yet with present knowledge and 
resources it is believed that 1 of every 2 could be 
saved. The first challenge, then, is to narrow the gap 
between what is known about cancer and what is 
being done about it. To meet this challenge means 
to develop effective information and education pro- 
grams for the medical profession, the health educator, 
and the public so that doctor and patient can be 
brought together at the earliest possible moment, 
when the opportunity for effective treatment is great- 
est. 

For the 50 per cent of patients who today are 
beyond the curative reach of cancer therapy, hope 
lies in research on new methods of detection and 
treatment. Of course, these are not the ultimate wea- 
pons that scientists are seeking. Obviously, the best 
way to solve the cancer problem is to prevent it. This 
is one of the chief objectives of basic research work- 
ers, who attempt to gain understanding of the way 
in which a cell becomes malignant and seemingly 
frees itself of the body’s mechanism for normal, or- 
ganized growth. 


Research to acquire new knowledge of cancer is 
being conducted in laboratories and clinics through- 
out this country and in many parts of the world. 
Scientists of many disciplines are taking up the chal- 
lenge of cancer research. I am sure that their efforts 
will one day provide the knowledge that will remove 
the threat of malignant disease. 
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Cylindroma (Adenoid-Cystic Carcinoma) 
of the Larynx and Trachea 


OLIVER W. SUEHS, M.D., Austin, Texas 


The author analyzes 32 cases of tracheal and 6 cases of laryngeal cylindroma 
from the literature and add two cases of his own—l1 of the larynx and 1 of the 
trachea. The former is apparently the first case reported in which cylindroma arose 
on a vocal cord. Treatment results have not been satisfactory, and 5 year results are 
meaningless in view of the high incidence of delayed local recurrences and 


distant metastases. 


HE “CYLINDROMA?” is a slow-growing adeno- 

carcinoma of the salivary gland type that occurs 
occasionally in the trachea and larger bronchi and 
less commonly in the larynx. Most pathologists agree 
that this tumor is of epithelial origin and that it 
arises from the ducts or acini of the mucous glands 
or salivary glands. It may occur in the respiratory 
or digestive tracts wherever mucous glands are found. 
Soboroff** recently reviewed the historical aspects 
of cylindroma, outlining the various theories of its 
origin. 

Cylindroma of the tracheobronchial tree formerly 
was Classified as a type of adenoma, and its true 
malignant characteristics were not fully appreciated. 
Many cases of bronchial cylindroma have probably 
been unrecognized, having lost their identity among 
the adenomas. 

Harrington, Moersch, Tinney, McDonald, and 
Clagett,!® in 1956, recognized a histopathologic dif- 
ference between adenoma and cylindroma. They de- 
scribed a similar gross appearance and clinical course 
for the two tumors, but considered the cylindroma 
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more infiltrative. These authors were unable to dem- 
onstrate evidence of metastasis by either type. In 
1959 Moersch and McDonald?* expressed the opin- 
ion that both the carcinoid adenoma and cylindroma 
were malignant lesions. 

Van Hazel, Holinger, and Jensik,®* in 1949, con- 
sidered the cylindroma to be an active, invasive 
tumor “that meets all the criteria of malignant le- 
sions,” in contradistinction to the adenoma. In 1 of 
their 2 cases of cylindroma there were distant me- 
tastases. 

Reid,?" in 1952, was among the first to emphasize 
that the cylindroma is in reality a carcinoma and that 
it should not be grouped with the carcinoid ade- 
nomas. He preferred the term “adenoid cystic car- 
cinoma.” 

This tumor has been given various names, in- 
cluding mixed tumor of the salivary gland type, 
basaloma, basal cell carcinoma, primary colloid ade- 
nocarcinoma, adenocystic carcinoma, and many oth- 
ers; but the term “cylindroma” is the oldest and most 
descriptive of the histologic pattern. It has been the 
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most widely adopted. 


The purpose of this paper is to review the re- 
ported cases of cylindroma of the larynx and trachea, 
with particular emphasis on their clinical behavior, 


and to report 2 additional cases: 1 in the larynx and 
| in the trachea. 


Case Reports 


CASE 1.—C. M., a 55 year old white woman, was exam- 
ned October 19, 1951, because she had had sudden 
iyspnea six days earlier while she was visiting her husband 
n the hospital. The dyspnea varied in severity, with inter- 
vals of improvement after she took medication for asthma 
prescribed by her family physician. On the night of ad- 
mission to the hospital, she had had a severe episode of 
lyspnea with cyanosis. She was given oxygen and. ami- 
aophyllin, and improved enough to permit sleep. The 
vhysical findings were those of obstructive emphysema. 
Roentgenograms demonstrated emphysema of both lungs. 
At bronchoscopic examination October 22 a large, lobu- 
‘ated, pink, firm tumor was seen in the lower trachea. It 
was attached to the right lateral wall by a broad base, and 
ilmost completely occluded the lumen. A _ preliminary 
tracheotomy was performed, and numerous pieces of the 
tumor were removed for biopsy. 


The first pathologic diagnosis was “bronchial adenoma,” 
but the comment was made that the masses of cells were 
“similar to basal cell carcinoma and are arranged in cords 
and masses separated by relatively acellular fibrous tissue.” 
The surface was covered by respiratory epithelium. 

Eight days later, on October 30, bronchoscopic examina- 
tion was repeated to remove the remainder of the tumor, 
and the base was fulgurated. The patient became asympto- 
matic. The cannula was removed after one week and the 
patient was discharged after two weeks. 


Follow-up bronchoscopic examination on February 5, 
1952, demonstrated only a slight, smooth elevation on the 
right lateral wall of the trachea, approximately 3 or 4 mm. 
thick at its greatest dimension. The surface was again 
fulgurated. The patient had been symptom free. Broncho- 
scopic examination September 18, 1952, showed no evi- 
dence of recurrence. There appeared to be smooth scar 
tissue at the site of the previous tumor, the lumen was of 
normal size, and the carina was thin and sharp. 

The patient was not seen again until January 6, 1955. 
She complained of occasional “smothering spells,’ but no 
dyspnea. At bronchoscopic examination there was a small 
area of thickened mucosa at the site of the previous tumor. 
A biopsy specimen was obtained and the area was ful- 
gurated. The tissue report was again “adenoma.” 

Aproximately 18 months later, the patient began having 
pains in the lower part of the back and legs. On October 
1, 1956, a compression fracture of the twelfth thoracic 
vertebra (Tiz) and partial atelectasis of the right middle 
lobe were demonstrated by roentgenographic examination. 
The back and leg pains became progressively worse. Nausea 
and vomiting were prominent. The patient was admitted 
to the hospital May 8, 1957, and died May 25, 5 years and 
7 months after the diagnosis was made. 

At autopsy, the yellowish-white primary lesion extended 
through the tracheal wall on the right side, just above and 
at the carina. It had invaded the paratracheal tissues over 
an area of 1.5 by 6 cm., involving the vagus nerve. The 
mucosa overlying the tumor appeared intact, but it bulged 
into the trachea to occlude approximately half of the lumen 
of the right main bronchus. Small nodules on the pleural 
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surfaces measured as much as 3 mm. in diameter. Approxi- 
mately 75 per cent of each lung was atelectatic. The bodies 
of the tenth, eleventh, and twelfth thoracic and first lumbar 
vertebrae were collapsed and contained yellowish-white 
tumor like that seen in the lower end of the trachea. 

On microscopic section, tumor emboli were found within 
small arteries scattered throughout both lungs. The small 
clumps of tumor cells had the same characteristics as cells 
in the tracheal tumor. Sections taken through the trachea 
showed tumor beyond the tracheal wall, within the blood 
vessels, and within perineural lymphatic vessels. Sections 
of the involved thoracic vertebrae showed replacement of 
marrow by fibrous tissue surrounding small nests of tumor 
cells identical to those seen in the trachea. The final path- 
ologic diagnosis was “cylindroma.” 


CASE 2.—C. F., a 64 year old white man, was admitted 
to the hospital on May 29, 1959. He had been hoarse since 
August 1, 1958. Mirror laryngoscopy exposed a sessile, pale 
tumor on the left vocal cord, in the middle third, attached 
to the edge and under surface of the cord by a broad base. 
On phonation, the tumor would occasionally disappear be- 
neath the right cord when the cords were adducted. The 
tumor measured approximately 6 mm. in diameter and had 
the gross appearance of a polyp, although it was not edem- 
atous. There was no ulceration. The mobility of the left 
cord was normal. The neck contained no palpable nodes. 

The tumor was removed by direct laryngoscopy with 
cupped forceps. The sensation imparted to the forceps was 
like that of biting into a peanut. The mucosa bled slightly 
at the site of attachment. The pathologic report was “‘cyl- 
indromatous carcinoma.” 

A laryngo-fissure was performed June 1, 1959. A small 
lymph node on the outer surface of the cricothyroid mem- 
brane was reported benign on frozen section. With the 
larynx open, the lesion was observed to occupy the mid- 
portion of the left vocal cord, there being at least 1 cm. 
of normal appearing mucosa anterior and posterior to the 
lesion. The left vocal cord was removed by subperichondri- 
al dissection, skirting the lesion as widely as possible. 

In the microscopic sections of the surgical specimen, the 
lesion was separated from the surgical margins by normal 
tissue. Lymphatic invasion was not seen. 

There has been no evidence of recurrence to date. No 
tumor was found in a biopsy specimen taken from the 
site of original operation 1 year later. 


Review of Literature 


Clark, Clagett, and McDonald,® of the Mayo Clinic, 
who reported the largest series of 15 cylindromas of 
the trachea, stated that cylindroma, although rare, is 
the second most common malignant tumor of this 
structure. In contrast, Overholt, Bougas, and Morse** 
observed only 2 cases of cylindroma in 1,741 primary 
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iung tumors in a 24 year period. During this same 
time, however, they diagnosed 58 cases of carcinoid 
bronchial adenoma. Knesevitch, McCormack, Effler, 
and Groves,”° in 1957, statea that they had not seen 
any examples of cylindroma in more than 500 pa- 
tients with primary pulmonary neoplasms treated at 
their clinic, but they reported 21 cases of carcinoid 
bronchial adenoma in a 9 year period. Enterline and 
Schoenberg,'* in 1954, estimated that approximately 
120 cases of cylindroma of the tracheobronchial tree 
had been reported. Of 60 that were documented well 
enough for review, 19 had occurred in the trachea. 
These workers added 2 cases of their own, 1 of which 
was in the trachea. 

A review of the literature from 1936 through 
1959 yielded a total of 33 cases of cylindroma of 
the trachea and only 7 in the larynx, including the 
author’s 2 cases (Tables 1 and 2). The tracheal cases 
do not include 4 or 5 reported in which the bronchi 
or carina were also involved and in which it was 
not certain that the tumor originated in the trachea. 
As stated earlier, there are undoubtedly many more 
Classified by other names; and some are reported in 
European literature, which was unavailable. 

Of 22 patients with tracheal cylindroma whose age 
was reported, the average age was 42 years, the 
youngest being 18 and the oldest 70. The average 
age of 6 of the 7 patients with laryngeal lesions 
was 54 years, the youngest being 45 and the oldest 
64. 

In the total group of 40 patients, the sex was re- 
corded in 36. Twenty-one were males, and 15 females. 

The location of the tumor was stated in 27 of the 
group with tracheal lesions; 12 were in the lower 
third, 5 in the middle third, and 10 in the upper 
third. 

The author's case of a laryngeal tumor is appar- 
ently the only reported cylindroma originating on a 
vocal cord. In 3 of the other 6 reported cases, supra- 
glottic structures were involved. The lesion was sub- 
glottic in 2, and the anatomic location was not stated 
in Ackerman’s case." 


Symptoms 


The symptoms of cylindroma of the upper air 
passages vary with the size and location of the 
lesion. In the larynx a supraglottic lesion may pro- 
duce dysphagia and dyspnea. In the one cordal lesion 
reported, hoarseness was the only symptom. Tumors 
in the subglottic larynx and those in the trachea 
would be expected to produce dyspnea, stridor, and 
wheezing. 

Moersch?® explained the manifestation of symp- 
toms of tracheal tumors as dependent primarily on 
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mechanical factors, which he illustrated by drawings. 
A sessile tumor, in addition to dyspnea, produces 
inspiratory and expiratory stridor or wheeze. A pe- 
dunculated tumor in the mid-trachea may produce 
bilateral obstructive emphysema, whereas one near 
the carina may cause atelectasis of one lung. Cough 
and hemoptysis are common symptoms, although the 
cylindromas do not bleed spontaneously as often as 
adenomas. 

Until the airway becomes almost completely ob- 
structed, most patients with tracheal cylindroma are 
thought to have asthma, and they may be thus treated 
for years before the correct diagnosis is made. 


The presenting symptoms call attention to the 
existence and location of the lesion, but diagnosis 
depends upon direct visualization and biopsy. Many 
of these tumors might be recognized earlier if rou- 
tine bronchoscopic examinations were done on pa- 
tients whose asthmatic symptoms begin after the age 
of 25. Determination of the downward extent of the 
tumor may be aided by laminograms, and by radio- 
graphic mapping of the area with use of opaque 
media. 

Gross Appearance——The tumor is usually covered 
with intact mucosa which appears pink or gray, but 
the surface may be ulcerated. In the trachea the 
lesion is most often sessile, attached by a broad base. 
A few pedunculated tumors have been reported. In 
Case 2, the patient with the cordal tumor, the growth 
projecting from the edge of the left vocal cord was 
pale gray, sharply demarcated from the surrounding 
normal cord. These tumors have a firm consistency 
on endoscopic manipulation and biopsy. 

Microscopic Appearance—The microscopic ap- 
pearance is shown by the illustrations in the 2 pres- 
ent cases (Fig. 1, 2, and 3). 


Clinical Behavior and 
Malignant Characteristics 


The cylindroma is a malignant tumor which grows 
very slowly. In some cases it may produce symptoms 
for several years before the patient seeks medical 
treatment. Tracheal cylindromas usually have attained 
considerable size by the time the diagnosis is made. 

Paratracheal extension of cylindroma is common. 
After the tumor grows between the tracheal rings, it 
spreads along the outer wall of the trachea. This was 
reported in 6 of 33 tracheal cases. The thyroid gland 
was invaded in 1 of McDonald’s patients.’® 3? Roth”® 
reported extension of a cylindroma from the lower 
trachea into the esophagus 13 years after onset of 
symptoms. Infiltration along perineural lymphatic 
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Fig. 1. Case 1. a. Cylindromatous carcinoma of trachea, exhibiting characteristic ‘Swiss 
cheese” pattern. b. High power view of cylindroma of trachea. 


vessels was noted by Roth and by Soboroff,?® as well 
as by the author (Case 1). Roth states that the tumor 
infiltrates along these channels well beyond the visi- 
ble and palpable borders of the gross lesion. 
Struben and Hampe*! were impressed by the ten- 
dency of the tumor to metastasize to lung without 
spread to the regional lymph nodes. Other authors 
(Reid?* and Ackerman!) have reported instances in 
which metastases from tracheal cylindroma involved 
both the regional lymph nodes and the lungs. Ahued 
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V.* reported metastases to cervical nodes, hilar nodes, 
pulmonary artery, both lungs, pleura, rib, and dia- 
phragm from cylindroma of the epiglottis. Putney 
and McStravog”® reported a ventricular band cylin- 
droma which extended to the pre-epiglottic space 
and left submaxillary gland, and metastasized to cer- 
vical lymph nodes on the same side of the neck. 
Later in its course, this tumor may invade the 
blood stream and reach distant organs by hemato- 
genous spread. In this analysis of 40 cases of cylin- 
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Fig. 2. Case 1. a. Metastatic cylindroma in vertebral body. b. Invasion of perineural lymphatic vessels by 


cylindroma. 


droma of the larynx and trachea, 10 patients demon- 
strated hematogenous spread. This figure agrees with 
that reported by Reid,?* who studied a collected 
series of patients with tracheobronchial cylindroma. 
Two patients with other isolated metastasis—1 to the 
left upper lobe and 1 to a cervical vertebra—were 
found in the author's review. Organs most commonly 
involved by metastases are the lungs, pleura, verte- 
brae, and liver. 

In the 8 case reports which stated this time inter- 
val, death from distant metastases varied from 3.5 
to 13.75 years. This is an average of 7.43 years for 
the group. These patients lived an average of 5.7 
years after the diagnosis was made. Obviously, sur- 
vival statistics based on 5 years are meaningless when 


cylindroma occurs in ectopic sites. Roth?® has sug- 
gested a follow-up period of at least 10 years, but 
15 years would seem more realistic. Putney and Mc- 
Stravog”® stated that the concept of complete cure 
in any salivary gland-type tumor is questionable. 


Treatment 


A review of the reported cases of cylindroma in 
ectopic sites, that is, outside the salivary glands, 
leaves one with the cheerless conclusion that results 
of treatment are unsatisfactory and discouraging. Al- 
though there are some 5 year “good results,” the 10 
to 15 year cure rate is virtually nonexistent. To decide 
whether a radical or a conservative therapeutic meth- 
od will yield longer survival periods is difficult. Wide 
excision is thought to offer the best chance for cure 
if the lesion is surgically accessible. This is possible 
for most lesions in the larynx and for those in the 
subglottic trachea, but not for those in the middle 
and lower one-third of the trachea. At these sites 
treatment has consisted almost entirely of local 
excision, endoscopic diathermy, and irradiation, but 
there are no long term cures on record. 

Combined therapy by surgical removal and irradi- 
ation has many advocates (Kramer and Som,” 
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Edvall,"! Soltany-Azed,?° Beck and Guttman,’ and 
Baclesse*). Struben and Hampe*! agree that cylin- 
dromas can “react well” to roentgen irradiation or 
radium therapy, but that they are not cured by irradi- 
ation. Others have expressed the opinion that irradi- 
ation alone is of little or no therapeutic value in 
cylindroma (Janes,!* Keim,!® Bailey,* Putney,?> Put- 
ney and McStravog,”® Enterline and Schoenberg,'* 
and Lemaitre”? ). 

Roth?* commented on 10 patients treated by ir- 
radiation and stated dosages used. No cures were 
claimed. Results were reported as “palliative” or “no 
response” (2 patients). He advised wide surgical 
excision, when possible, followed by irradiation, pre- 
ferably with radium, cobalt, or megavoltage roentgen 
therapy. He stated that the roentgen dosage necessary 
to effect a cure is not known, and advised spreading 
the treatment over a period of 6 to 10 weeks to 
deliver a total greater than 6,000 roentgens. Smaller 
dosages appear to have been insufficient. 

Barclay, McSwan, and Welsh® have demonstrated 
that it is technically possible to resect successfully the 
lower end of the trachea, carina, and the origins of 
the right and left main bronchi without using grafts. 
In a recent personal communication, Barclay® stated 
that the patient who had this operation remained free 
of symptoms for 2 years and 9 months before ob- 
structive symptoms developed from local recurrence 
of the original tumor. Since their original report, 
Barclay and associates have performed the same type 
of resection in another patient with squamous cell 
carcinoma of the lower end of the trachea. 

Laryngeal Cylindroma—Obviously, too few cases 
of cylindroma of the larynx have been reported to 
permit reasonable formulation of criteria for adequate 
surgical treatment. Knowledge of the clinical be- 
havior of cylindroma in other locations, however, di- 
rects the author to the opinion that treatment in 
cylindromatous carcinoma of the larynx should differ 
from that in squamous cell carcinoma. 

The age of the patient bears on the therapeutic 
decision. If his life expectancy were greater than 10 
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Fig. 3. Case 2. a. Cylindromatous carcinoma of larynx (vocal cord). Low power view shows 
intact laryngeal mucosa covering the tumor, which is composed predominantly of cords of 
anaplastic epithelial cells. There is a tendency toward tubule formation with the cells having 
cytoplasmic vacuoles. b. High power view demonstrating the characteristic myxomatous stroma. 


years, irradiation would be a poor choice as the pri- 
mary form of treatment for even the smallest lesion. 
Better results would probably be obtained from total 
laryngectomy than from laryngo-fissure for the small 
cordal lesion with good motility of the cord, such as 
the case reported in this paper; and a prophylactic 
neck dissection should be included if the cylindroma 
were above or below the cord. If the patient's life 
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expectancy were less than 10 years, the author would 
be less inclined to perform extensive surgery. 
Apparently results of treatment can be improved 
only by earlier diagnosis and prompt, adequate ex- 
cision. Pathologists should include the word “carci- 
noma” when reporting a cylindroma to force the 


uninitiated physician to realize that the tumor is 
malignant. 





LARYNX AND TRACHEA CARCINOMA — Suehs — continued 


Summary 


A series of 32 cases of tracheal and 6 cases of 
laryngeal cylindroma in the literature has been an- 
alyzed with regard to incidence, location of the 
lesion, extension, metastasis, duration of symptoms, 
method of treatment, and length of survival. To 
these are added the author's 2 cases, 1 in the larynx 
and 1 in the trachea. The laryngeal case is appar- 
ently the first reported of cylindroma arising on a 
vocal cord. 

The results of treatment in cylindroma are not 
satisfactory. Five year results are meaningless in view 
of the high incidence of delayed local recurrences 
and distant metastases. 

In 10 of 40 cases widespread metastases developed 
by hematogenous spread (25 per cent). 

Pathologists are urged to include the word “car- 
cinoma” when reporting cylindromas. An opinion 
regarding the surgical treatment of cylindromatous 
carcinoma of the larynx is stated. 
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MEDICOLEGAL NOTES 


Narcotic Addiction Treatment 


And the Law 


In a previous article 1 commented upon several 
problems of physicians in regard to patients addicted 
to use of narcotic drugs. In this article additional 
points concerning the physician’s responsibilities with 
relation to narcotic drugs and addicted individuals 
are discussed. 

It has long been recognized that the responsibility 
for the proper prescription and dispensation of nar- 
cotic drugs, under the Harrison Narcotic Laws, rests 
upon the physician in charge of any specific case. This 
position recognizes that the physician must have free- 
dom to exercise his professional judgment in prescrib- 
ing for the needs of his patients. Although he is given 
wide latitude in his professional use of narcotics, 
there are certain restraints. One of the foremost is 
Article 167 of Regulation No. 5, which reads, in part, 
as follows: 


“ ... An order purporting to be a prescription 
issued to an addict or habitual user of narcotics 
not in the course of professional treatment, but 
for the purpose of providing the user with nar- 
cotics sufficient to keep him comfortable by 
maintaining his customary use, is not a pre- 
scription within the meaning and intent of the 
act; and the person filling such an order, as 
well as the person issuing it, may be charged 
with violation of the law... ”. 


This limitation upon the physician’s prescription of 
narcotics is also applicable to his personal dispensa- 
tion or administration of narcotics, as well 

In determining whether a physician has complied 
with the intent and meaning of the laws controlling 
the use of narcotics, the good faith of the physician 
and the bona fides of his treatment of the patient in 
a specific case will, of course, be established by the 
facts and circumstances of the case, along with the 
experience of members of the medical profession in 
cases of a similar nature. 

This, then, raises the question of the physician's 
legal position when he is confronted by an addict 
who desires treatment for his addiction. From a legal 
standpoint, an attempt of a physician to employ am- 
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bulatory treatment for drug addiction without insti- 
tutionalizing the patient would likely be considered 
a violation of the law. The ambulatory treatment 
(continued provision of narcotics to the addict but 
in decreasing amounts) for the cure of drug addic- 
tion has always been disapproved by the U. S. Bureau 
of Narcotics because of experience which has shown 
that the objective of the treatment is practically never 
achieved. This position gained legal support in the 
case of United States v. Behrman (258 U. S. 280), 
in which the Supreme Court of the United States 
called attention to the danger of entrusting quantities 
of narcotic drugs to a known addict “ . . . without 
restraint upon him in its administration or disposi- 
tion... ”. The Behrman case at least impliedly dis- 
approved the ambulatory method of curing drug ad- 
diction. In a subsequent case (Hobart v. United 
States, 299 Fed. 784) the Circuit Court of Appeals 
for the Sixth Circuit construed the Behrman case as 
holding the ambulatory treatment of drug addiction 
as unlawful. Consequently, when an addict seeks 
treatment for his addiction, the physician should ad- 
vise him that institutional treatment is necessary and 
should refrain from any attempts at so-called ambu- 
latory treatment. 


Another area of the physician’s responsibility con- 
cerns the quantity of narcotics prescribed. The Bureau 
of Narcotics takes the position that physicians are 
expected to exercise care in every case in which nar- 
cotic dosage is indicated so that the patient under 
treatment shall receive no quantity of narcotic drug 
greater than that sufficient for bona fide medical 
needs, in order that there may be no surplus avail- 
able for possible diversion by the patient to illicit 
use. This is equally true in patients with incurable 
diseases. 

In summation, a physician is given wide latitude 
in his professional use of narcotics, but with such 
freedom there are certain responsibilities to prevent 
these drugs from being directed into illicit channels 
or used merely to sustain addiction. 


—PHILIP R. OVERTON, LL.B., Austin. 
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DRUG NOTES 


Psychomimetic Agent May Be 
Useful Antidepressant 


DiTRAN (N-ethylpiperidyl-phenylcyclopentyl-gly- 
colate—Lakeside Laboratories) is a new psychomi- 
metic agent currently undergoing clinical evaluation 
as an antidepressant. 


Dr. Biel, pharmaceutical chemist of Lakeside, point- 
ed out at the 1960 meeting of the American Chemi- 
cal Society that this compound represents a new class 
of psychomimetic agents. Pharmacologically,. it is an 
active anticholinergic agent. Its major psychomimetic 
effects may result from such antagonism at cholin- 
ergic sites in the brain. This rationalization appears 
plausible on the basis of the work of Hess and 
Brodie and their collaborators. Hess postulated that 
there are two centers in the hypothalamus, the site of 
animal and human emotional response and behavior: 
the sympathetic (ergotropic) and parasympathetic 
(trophotropic) sites. 

The ergotropic center is thought to be consonant 
with stimulation, action, and aggression, whereas the 
trophotropic center is the origin of depressed mental 
functions. Recently, these principles have been ex- 
tended by Brodie to account for the action of psycho- 
mimetic agents. Logically, these centers should be 
visualized to be in balance under normal circum- 
stances; blocking the action of one should permit the 
other to dominate. The chemical mediator controlling 
this parasympathetic center of the lower brain has 
not been definitely elucidated, although it is believed 
to be either serotonin or acetylcholine. If it is as- 
sumed to be acetylcholine, the chemical mediator of 
the peripheral parasympathetic system, potent anti- 
cholinergic agents such as Ditran conceivably exert 
their effects on the basis of this postulated mechan- 
ism of action. 


Chemically, the new compound resembles Suavitil 
(Benactysine-Merck-Sharpe and Dohme). Qualita- 
tively, these two products also are similar pharmaco- 
logically because both are anticholinergics. Neverthe- 
less, from a quantitative standpoint Ditran is more 
potent, and this may account for the “anti-depressant 
activity” it exhibits. In contrast, the weaker anti- 
cholinergic agent Suavitil exhibits a different central 
action. In rats subjected to mental stress, it increases 
the number of conditioned responses to a fixed stimu- 
lus, and in human beings therapeutic doses generally 
retard mental activity. 
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Speculation along these lines also may be applied 
to other psychochemicals, such as the monoamine 
oxidase inhibitors. These inhibitors have been em- 
ployed extensively as antidepressants or psychic ener- 
gizers, but act on the basis of a different mechanism. 
They presumably owe their activity to the capability 
they possess of inhibiting the enzymes (monoamine 
oxidases) responsible for the normal metabolic degra- 
dation of such central excitatory hormones as nor- 
epinephrine. By inhibiting such enzymes, the agents 
are believed to promote the availability of these 
neurochemicals in the brain. 


The therapeutic significance of this class of drugs 
may be illustrated with Nardil, Marplan, and one of 
the original ones, Marsilid. These psychic energizers 
differ chemically, as well as pharmacodynamically, 
from Ditran. Most of the monoamine oxidase in- 
hibitors are hydrazine derivatives, such as hydrazides. 
Furthermore, many of the most active ones closely re- 
semble the amphetamines from a structural stand- 
point. The amphetamines (the sympathetic amines 
also are potent central nervous system stimulants, but 
their ability to exert this action is primarily attribut- 
able to their capability of penetrating the blood-brain 
barrier, for example, reaching the site of action) 
and their structural similarity to the sympathetic 
neurohormones, epinephrine and norepinephrine. 


—JAIME N. DELGADO, Ph.D., 
LEE F. WORRELL, Ph.D., Austin. 


New Drug Cost Booklet 
Answers Price Questions 


How does a sick person’s pocketbook benefit from mod- 
ern drug production? Where does the patient’s prescription 
dollar go? Why do some drugs cost less in foreign coun- 
tries than they do in the United States? 


These are among 30 of the most commonly asked ques- 
tions which are answered in a booklet offered as a public 
service by the Pharmaceutical Manufacturers Association, 
a voluntary, nonprofit, professional and trade organization 
whose member firms produce medicines which are pro- 
vided usually only on prescription. 

The booklet’s questions and answers relate drug prices 
to other costs, to industry competition and profits, to total 
medical care expenses, and to research for better medicines. 
Copies are available on request to the Association, 1411 
K Street, NW, Washington 5, D. C. 


Drug Bank for Steroid Drugs 


The Dallas County chapter of the National Kidney Dis- 
ease Foundation maintains a drug bank where certain 
steroid drugs may be obtained at manufacturer's cost for 
use in treating nephrosis. Further information may be 
obtained by writing to Mrs. Lynn M. Norris, chairman 
of the drug bank, 3351 Navajo Place, Dallas 24. 
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MEDICAL MEETINGS 


M. D. Anderson to Sponsor 
Symposium on Cancer Research 


“The Molecular Basis of Neoplasia” is the theme 
of the 1961 symposium on fundamental cancer re- 
search, sponsored by the University of Texas M. D. 
Anderson Hospital and Tumor Institute, to be held 
February 23-25 in Houston. 

Sessions will be devoted to nucleic acids, nucleic 
acids and proteins, mutation and protein structure, 
ribosomes and protein synthesis, controlling mech- 
anisms and enzyme synthesis, and biochemical altera- 
tions induced by viral nucleic acids. 

The symposium will consist of 34 presentations 
by scientists from the United Kingdom, Austria, 
Israel, and the United States. A highlight of the 
meeting will be presentation of the Bertner Founda- 
tion Award, bestowed yearly for an outstanding con- 
tribution in the field of cancer research. 

Programs and information on the meeting may 
be obtained by writing the Publications Department, 
the University of Texas M. D. Anderson Hospital 
and Tumor Institute, Texas Medical Center, Houston 
25. 


Florida Cardiovascular Seminar 


The eighth annual Cardiovascular Seminar, spon- 
sored by the Northeast Florida Heart Association, 
will be held January 26-28, 1961, in Jacksonville. 
Participating are the following: Drs. William Dock, 
New York State University; Lewis Dexter, Harvard 
University Medical School; Milton Rosenbaum, Al- 
bert Einstein College of Medicine; and Richard Ebert, 
University of Arkansas School of Medicine. 

Further details and programs may be obtained by 
writing to Dr. Daniel R. Usdin, Northeast Florida 
Heart Association, 1628 San Marco Boulevard, Jack- 
sonville 7. 


San Antonio Meeting Features 17 Speakers 


The International Medical Assembly of Southwest 
Texas has announced the 17 speakers to be featured 
at the twenty-fifth anniversary meeting in San An- 
tonio from January 23 to 25. Topics cover a wide 
variety of subjects ranging from hyperparathyroidism 
to anxiety states and their management. Interested 
readers may obtain programs or other information 
from Mr. S. E. Cockerell, Executive Secretary, 202 
W. French Place, San Antonio. 
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Diabetes Symposium Set 
In Houston, January 15 


A seminar on “Diabetes Mellitus” will be presented 
by the University of Texas Postgraduate School of 
Medicine, January 15, 1961, at the Texas Medical 
Center in Houston. 

The program will include the following presenta- 
tions: “Diagnostic Aspects and Early Manifestations 
of Diabetes,” Dr. Holbrooke S. Seltzer, Dallas; “Un- 
usual Manifestations of Juvenile Diabetes,” Dr. C. W. 
Daeschner, Galveston; “Modern Management of Di- 
abetes,’ Dr. Priscilla White, Boston; “Panel Discus- 
sion on Brittle Diabetes,’ Drs. White, Daeschner, 
and Seltzer. 

Advance registration is requested. Tuition fee is 
$5. Complimentary enrollment will be granted to 
faculty members of the University of Texas, residents, 
interns, and fellows upon satisfactory completion of 
an application blank. This program is acceptable for 
5 hours credit by the American Academy of General 
Practice. 

For further information, those interested may write 
to the University of Texas Postgraduate School of 
Medicine, 410 Jesse Jones Library Building, Texas 
Medical Center, Houston 25, Texas. 


Medical Science Day 
Features Dr. Chapman 


Medical Science Day on February 1 at the Scott 
and White Clinic in Temple will feature Dr. John 
S. Chapman, professor of medicine and assistant dean 
for Postgraduate Education at the University of Texas 
Southwestern Medical School in Dallas. 

In the afternoon, Dr. Chapman will speak at the 
Scott and White Clinic on “Anonymous Mycobac- 
teria,’ and in the evening, he will talk to the Bell 
County Medical Society on “Relations of Steroids to 
Tuberculosis.” 


Texas Radiological Society 


The Texas Radiological Society will hold its forty- 
eighth annual meeting in Fort Worth on January 
20 and 21. Registration is $20 for nonmembers and 
$5 for radiological residents and military personnel. 
Further information may be obtained from Dr. R. P. 
O'Bannon, Secretary-Treasurer of the Society, 1216 
Pennsylvania, Fort Worth. 

A program of entertainment also has been planned 
for wives of attendants, which includes a visit to the 
Museum of Western Art, a Dutch treat luncheon at 
the Colonial Country Club, and a visit to the aquar- 
ium, bird, and reptile houses in Forest Park. Bus 
transportation will be provided. 





EDUCATION 


Industrial Medicine Fellowship 
Offered by University of Cincinnati 


Graduate fellowships in industrial medicine are 
being offered by the University of Cincinnati’s In- 
stitute of Industrial Health in Cincinnati. The insti- 
tute provides professional training for graduates of 
approved medical schools who have completed at 
least 1 year of internship. 


The 3 year program leading to the degree of Doc- 
tor of Industrial Medicine satisfies the requirements 
for certification in Occupational Medicine by the 
American Board of Preventive Medicine. Two years 
are devoted to intensive academic and clinical study 
in the field of industrial medicine. A third year is 
spent in residency in an industrial medical depart- 
ment or in some comparable organization. 

Stipends for the first 2 years vary from $3,000 to 
$4,000 depending upon marital status. In the final or 
residency year, the fellow is compensated by the or- 
ganization in which he is completing his training. 

Additional information can be obtained from the 
Secretary, Institute of Industrial Health, College of 
Medicine, Eden and Bethesda Avenues, Cincinnati 19. 


Increase Anticipated by A. M. A. 
In Medical School Construction 


A sharp rise in construction of medical school 
facilities is expected in 1960-1961, the American 
Medical Association’s Council on Medical Education 
and Hospitals reported in the November 12 issue of 
the Journal of the American Medical Association. 

The total number of medical school graduates in 
the 1959-1960 period was the largest in history, 
while first year enrollments remained virtually con- 
stant. Funds committed for construction of medical 
school facilities in 1960-1961 showed an increase of 
140 per cent over the figure for the previous year, 
the report showed. Cost estimates of facilities com- 
pleted in 1959-1960 were up 35 per cent, and esti- 
mates of construction begun during this time in- 
creased by 25 per cent. 

Construction planned by 42 schools for 1960-1961 
was estimated at $126,726,167. Construction com- 
pleted by 34 schools in 1959-1960 was set at $94,- 
774,376, and construction begun by 30 schools in 
the same period was valued at $74,144,742. 
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Obstetrics and Gynecology Board 
To Give Examinations in January 


Part I examinations (written) of the American 
Board of Obstetrics and Gynecology will be held in 
various cities of the United States and Canada, and 
in military centers outside the Continental United 
States on January 13, 1961. 


Reopened candidates will be required to submit 
case reports for review 30 days after notification of 
eligibility. 

Scheduled Part I candidates also are required to 
submit their 20 case abstracts in order to complete 
the Part I examination. 

Current bulletins outlining present requirements 
may be obtained from the Executive Secretary, Dr. 
Robert L. Faulkner, American Board of Obstetrics 
and Gynecology, 2105 Adelbert Road, Cleveland 6. 


University of Texas Medical Branch 


A guest speaker, Dr. Sydney Sunderland, profes- 
sor of anatomy at the University of Melbourne, Mel- 
bourne, Australia, spoke November 7 on “The Ef- 
fects of Stretch and Compression on Nerves.” 

A talk on “Temporal Lobe Epilepsy” was given by 
Murray A. Falconer, F.R.C.S., director of Guy’s 
Maudsley Neurosurgical Unit in London on Novem- 
ber 9 at the Medical Branch. 

Dr. Lee E. Farr, medical director of Brookhaven 
National Laboratory and Hospital in Upton, N. Y., 
talked November 10 on “A Paradox of Numbers: 
Prediction and Effectiveness of Neutron Capture 
Therapy in Malignancy.” 


Arteriosclerosis Bulletin Ready 


A statement on arteriosclerosis, in bulletin form, has 
been prepared by a group of physicians for public distribu- 
tion to lessen the chances of heart attacks and strokes. 

At the request of the National Health Education Com- 
mittee, the simple guide was prepared by Dr. Paul Dudley 
White, Dr. Howard B. Sprague, Dr. Jeremiah Stamler, Dr. 
Fredrick J. Stare, Dr. Irving S. Wright, Dr. Louis N. 
Katz, Dr. Samuel L. Levine, and Dr. Irvine H. Page.- 

Factors which predispose an individual to arteriosclerosis, 
heart attack, and stroke are illustrated and followed up by 
supporting data. Booklets may be obtained by writing Miss 
Jane E. McDonough, Executive Secretary, National Health 
Education Committee, Inc., 135 East 42nd Street, New 
York 17. 
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OF GENERAL INTEREST 


Personals 


Dr. Manfred R. M. Blashy of Temple presented a 
paper recently before the Southern Medical Associ- 
ation in St. Louis. At the same meeting, Dr. N. C. 
Hightower of Temple received the Seale Harris 
trophy for research at Scott and White Memorial 
Hospital. 

Others who participated in the program of the 
Southern Medical Association meeting were Dr. J. A. 
Bargan and Dr. R. R. White of Temple. Dr. Bargan 
also recently gave a paper before the American Col- 
lege of Gastroenterology in Philadelphia. 

Dr. Henry R. Hoskins of San Antonio was elected 
first vice-president of the Southern Chapter of the 
American College of Chest Physicians at the group's 
meeting in St. Louis, October 30-31. 

Dr. Merle D. Thomas of El Paso was elected sec- 
retary-treasurer of the Southwestern Medical Associ- 
ation recently. Also elected new members of the ex- 
ecutive committee were Dr. Russell L. Deter and 
Dr. Louis Breck, both of El Paso. 

Dr. Charles W. Tennison, San Antonio, was re- 
cently named president-elect of the American Society 
of Plastic and Reconstructive Surgery. 

In late October, the town of Itasca celebrated the 
seventy-first birthday of Dr. Clark C. Campbell, who 
had practiced in the town for 42 years, Dr. Campbell 
was presented with an engraved watch from the com- 
munity, and was the subject of a newspaper article 
in the Dallas News. 

Miss Winifred Winter, daughter of Dr. and Mrs. 
John Worrell Winter, San Antonio, and Bartlett 
Cocke, Jr. were married recently in San Antonio. 
Another recent San Antonio wedding was that of 
Miss Barbara Jean Summers and Joe Burch Gilbert, 
son of Dr. and Mrs. Joe T. Gilbert of Austin. 

Miss Barbara J. Chrestman became the bride of 
Dr. Thomas S. Harle of San Antonio, October 15 in 
Taft. 

Dr. Ted Whiteley of Houston and Miss Johnnie 
Brown were married recently at Fort Sam Houston. 

Miss Elena Esther Pereira Da Cunha and Dr. Jose 
M. Benavides of San Antonio were married October 
29 in Rio de Janeiro. 

William Forrest Robertson, son of Dr. and Mrs. 
Wilbur Forrest Robertson of San Antonio, and Miss 
Bobbe Fae Mann were married recently in San 
Antonio. 


Dr. C. D. Bussey of Dallas was elected vice-presi- 
dent of the Hospitals-Insurance-Physicians Joint Ad- 


visory Committee of Texas at the group's meeting 
November 5 in Dallas. 
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New births in the families of El Paso physicians 
include the following: a daughter of Dr. and Mrs. 
Adrian L. Grass, born November 7, and a son of 
Dr. and Mrs. Humberto Quirate, born November 12. 

Dr. W. Compere Basom, El Paso orthopedist, pre- 
sented a paper on “Nomina Anatomica” during the 
American Fracture Association convention in Mexico 
City, October 30-November 4. 

Dr. Samuel R. Snodgrass of Galveston has recently 
been named president of the American Academy of 
Neurological Surgery. 

Dr. Marvin P. Knight of Dallas was honored as 
Howard Payne College's “Man of the Year” during 
the college’s homecoming activities November 11-12 
in Brownwood. Dr. Knight, who is a graduate of 
the college, is a member of Howard Payne’s Board 
of Trustees and heads the steering committee for the 
current science building fund drive. 


Dr. Henry P. Hare, Jr., who has been associated 
with the Beverly Hills Sanitarium in Dallas, left this 
fall for England, where he will spend a year at 
Oxford University, studying theology and religion. 

Dr. and Mrs. Alex Grossman ate parents of a son, 
William Morris Grossman, born November 22 in 
Temple. 

Dr. Marjorie Williams, Temple, gave a talk on 
“Endocrine and Other Host Observations in Men 
with Bronchogenic Carcinoma” at the November 
meeting of the Veteran Administration Research 
Conference in Cincinnati. 

Dr. D. Truett Gandy, Houston, recently toured 
around the world, attending medical meetings in 
Copenhagen and Tokyo. 


Nobel Prize Winners Announced 


Joint recipients of the 1960 Nobel Prize for Physi- 
ology and Medicine are Sir Macfarlane Burnet, pro- 
fessor of experimental medicine at Melbourne Uni- 
versity in Australia, and Peter Brian Medawar, pro- 
fessor of zoology at University College, London. This 
year the prize amounts to approximately $43,700. 

The recipients are being honored for their “dis- 
covery of acquired immunological tolerance,” by 
showing that under certain conditions a body can be 
induced to tolerate the transplantation of foreign 
tissue. 

Donald A. Glaser of the University of California 
won the physics award for his invention of the 
bubble chamber, which reveals the path taken by a 
charged particle. The chemistry prize went to an- 
other member of the California institution, Willard 
F. Libby, who devised a method of radiocarbon dat- 
ing that allows the remains of organisms that lived 
as much as 30,000 years ago to be dated. 
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Gifts to the Library 


Mr. Roy Cates, Austin, 2 books. 

Dr. Lee E. Edens, Austin, 8 books. 

Dr. J. Edward Johnson, Austin, 3 journals, 44 re- 
prints, and 5 bulletins. 

Dr. John Kirby, Austin, 26 journals. 

Mrs. Ramsay H. Moore, Dallas, 2 books. 

Dr. Teddy M. Sousares, Austin, 53 journals. 

Mrs. Albert Waldert, Tyler, 183 books, 1 box 
woodcuts, 9 journals, and 156 reprints. 

Mrs. David R. Womack, Austin, 20 journals and 
4 bulletins. 


Bibliography on Cancer 
Available to Nurses 


A bibliography on cancer for use by nurses and nursing 
students has been released by the United States Public 
Health Service. It includes lists of books and pamphlets; 
annotated audiovisual materials; teaching aids, such as pros- 
thetic devices and other equipment for care of cancer pa- 
tients; and annotated references on cancer of specific sites 
and nursing aspects of cancer. 

The 38 page publication contains more than 450 refer- 
ences. It is available from the Superintendent of Documents, 
Government Printing Office, Washington, D. C., at 20 
cents a copy. 
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%* Books 


Book Notes 


Your Heart: A Handbook for Laymen 


H. M. MARVIN, M.D., Associate Clinical Professor of 
Medicine, Yale University School of Medicine; Past 
President, American Heart Association, Former Mem- 
ber National Advisory Heart Council (United States 
Public Health Service). 335 pages. $4.50. Garden City, 
N. Y., Doubleday & Company, Inc., 1960. 


In the second volume in the Layman’s Handbook 
Series an attempt has been made to explain in simple 
terms the nature of the diseases and disturbances to 
which the heart is subject. Some may be interested 
because they have heart disease; others may suspect 
the existence of such a disease because of symptoms 
that are innocent. This is not information to aid the 
patient to diagnose his own disease, but a supplement 
to the examinations and advice of a physician. 

The author has handled the conflicting opinions 
on controversial theories and practices in detail to 
clarify the purposes of treatment and to help to 
explain the divergencies of medical opinion that 
would otherwise seem unreasonable and confusing. 


The Preservation of Youth 


MAIMONIDES (MOSES BEN MAIMON), Translated 
from the original Arabic by Hirsch L. Gordon, M.D., 
Ph.D., D.H.L. 92 pages. $2.75. New York, Philosoph- 
ical Library, 1958. 


This is a remarkable little book written in 1198 
A. D. by the greatest physician which the twelfth 
century produced. 

Maimonides wrote this book for his sultan, a psy- 
choneurotic who suffered from depression and mel- 
ancholia, as well as from digestive and several other 
complaints—lecturing to him on the direct connec- 
tion between his mental condition and his bodily ills. 
He imparts to the ruler his own philosophy of life. 
This discussion brings forth an interesting example 
of the great physician and philosopher blending to 
give good advice to a powerful sultan. Many critics 
consider this treatise the most remarkable of his 
collection of medical works, because it gives, con- 
cisely, a compendium of the hygiene of the body and 
of the soul, going far beyond the limits of usual 
works of this kind. 

Maimonides discusses the dangers of overeating 
and evaluates various foods: cereals, meats, milk, 
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wine, vegetables, and fruits. He suggests music as a 
therapeutic measure and gives directions for various 
pharmaceutical preparations, such as digestives, seda- 
tives, and aphrodisiacs. 

In one chapter, he discusses the interrelationship 
between mind and body, and the desirability of emo- 
tional stability and optimism. He cautions the reader 
on the pitfalls of erroneous approaches to medical 
science. The last topics of his work are concerned 
with sexual intercourse, the bath, discharges from 
the nose, food deterioration, and the advisability of 
avoiding sudden changes in the art of living. 


—Morris Potsky, M.D., Austin. 


Experimental Pharmacodynamics 


T. KOPPANYI and A. G. KARCZMAR. 258 pages. 
$5.50. Minneapolis, Minn., Burgess Publishing Com- 
pany, 1958. 


This book gives a scientific basis for the use of 
chemical agents in the prevention, diagnosis, and 
treatment of disease. Presented as an experimental 
approach to the subject, it serves both as a laboratory 
manual and as an introduction to pharmacology for 
the student. Insight is gained into the action of the 
remedial agents, and from the experiments a grasp 


of the fundamental principles of pharmacology is 
obtained. 


Adequate references are given at the end of each 
chapter for the student interested in more extensive 
analysis of the subject. The main general headings 
include such topics as methods of general pharma- 
cology, in which such factors as dose-effect relation- 
ship of drugs, method of administration, and action 
of drugs is discussed; and the fate of drugs, including 
their excretion, tolerance, cumulative effects, syner- 
gism, and general toxicology. Also included are 
sections on central nervous system, neuroeffector 
systems, local anesthetics, pharmacology of smooth 
muscle, histamine and antihistaminic agents, pharma- 
cology of the uterus, heart, blood, antidiuretics, and 
cathartics. 

In a final chapter on chemotherapy, the anti- 
syphilitic drugs, sulfonamides, and antibiotics such 
as penicillin and streptomycin are covered. Even pre- 
scription writing is discussed. The reviewer was 
interested in the fact that the B stands for the Latin 
verb “recipe” meaning “take thou.” The tail through 
the RB probably represents the sign of Jupiter, the 
supreme Roman deity. In ancient times it probably 
served as an invocation to the god, imploring his 
aid for the success of the treatment. 

For those interested in pharmacology, this manual 
is of considerable value. 


—Joer C. Rupz, M.D., Austin. 
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& American 
Medical Association 


ORGANIZATIO 


HOUSE OF DELEGATES HIGHLIGHTS 


Among the major subjects acted upon at the Amer- 
ican Medical Association’s Fourteenth Clinical Meet- 
ing in Washington, D. C., November 28-December 
| were the following: (1) a scholarship and loan 
program for medical students, (2) the status of for- 
eign medical graduates, (3) an A. M. A. membership 
dues increase, (4) the expansion of voluntary health 
insurance, (5) health care for the aged, and (6) 
new developments in polio vaccine. 

Named as 1960 General Practitioner of the Year 
was 44 year old Dr. James T. Cook of Marianna, 
Florida, who was selected for his dedication to both 
medical practice and service to the community. Dr. 
Cook is the fourteenth recipient of the award. 

Dr. E. Vincent Askey of Los Angeles, AMA Presi- 
dent, asked delegates to support not only existing 
AMA programs but also expansion of new programs 
necessary to meet the challenges of society. He as- 
sured the new administration in Washington of coop- 
eration whenever possible, but emphasized that the 
AMA will not change its policies merely for the sake 
of conformity. 

Total registration of 8,170 was made up of 3,940 
physicians and 4,239 guests. 

Scholarship and loan program—The House of 
Delegates approved a scholarship and loan program 
proposed by the Special Study Committee of the 
Council on Medical Education and Hospitals and 
urged participation in the program at the state and 
county level. The House approved the following 
statement by the reference committee: 

“This proposed program will provide concrete evi- 
dence of the American Medical Association’s sincere 
desire to attract increasing numbers of well qualified 
young people to enlarge the ranks of our profession. 
Your reference committee recognizes that the pro- 
gram is wisely designed to allow for its enlargement 
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through the support of individual physicians and 
other groups. Your reference committee was im- 
pressed with the enthusiastic support of this pro- 
posal indicated during the course of the discussion. 
There was indicated a desire that in the final formu- 
lation of the administrative details of this program, 
provision be made for widespread participation by 
individual physicians as well as county and state 
medical societies. The program will clearly assist in 
securing highly talented individuals whose ability 
and leadership in all areas of medicine will be fos- 
tered and at the same time will bring needed finan- 
cial assistance on a broad basis to medical students 
under a system in keeping with this Association’s 
belief in individual responsibility.” 

Foreign medical school graduates—The House of 
Delegates adopted a report in regard to the problem 
of foreign medical graduates, which included the 
following statement: 

“In order that those foreign physicians who have 
not yet been certified by the Educational Council for 
Foreign Medical Graduates might be given further 
opportunity to enhance their medical education, hos- 
pitals would be encouraged to develop special educa- 
tional programs. Such programs must be of educa- 
tional worth to the foreign graduate and must di- 
vorce him from any responsibility for patient care. 
Foreign physicians may participate in these programs 
until June 30, 1961, with approval of the Depart- 
ment of State so that their exchange visa will not 
be withdrawn before that time. This will also allow 
the non-certified foreign physician the opportunity 
to take the April, 1961, Educational Council for For- 
eign Medical Graduates examination.” 

A.M.A, dues increase-—The House approved a 
Board of Trustees report announcing that a dues in- 
crease would be recommended at the annual meeting 


953 











in June, 1961. The report indicated that the amount 
would be not less than $10 and not more than $25, 
to be effective January 1, 1962. The Reference Com- 
mittee asked the Board to consider an increase in the 
annual dues of $20, to be implemented over a period 
of two years: $10 on January 1, 1962, and $10 addi- 
tional on January 1, 1963. 

The House suggested that these funds be used to 
inaugurate or expand a number of programs includ- 
ing: 

1. Financial assistance to medical students. 

2. Continuing education for practicing physicians. 

3. Health advice to the lay public. 

4. Medical research. 

5. The expansion by the Communications Divi- 
sion of its program of faithfully portraying the image 
of the American Medical Association. 

The House emphasized that the Board of Trustees 
report recommending a dues increase should be trans- 
mitted, in essence, to the grass roots level. 


Voluntary health insurance-—tIn place of a Board 
of Trustees report and three resolutions, the House 
adopted the following substitute resolution: 

“Whereas, It has been widely recognized that vol- 
untary health insurance is the primary alternative to 
a compulsory governmental program; and 

“Whereas, The public has shown its confidence in 
this voluntary system; and 

“Whereas, Current social, political and economic 
developments compel a new and revitalized effort to 
make voluntary health insurance successful; and 

“Whereas, the American Medical Association has 
consistently pledged itself to make available the high- 
est type of medical care; therefore be it 


“Resolved, that the House of Delegates direct the 
Board of Trustees and the Council on Medical Service 
to assume immediately the leadership in consolidating 
the efforts of the American Medical Association with 
those of the National Association of Blue Shield 
Plans, the American Hospital Association and the 
Blue Cross Association into maximum development 
of the voluntary, non-profit prepayment concept to 
provide health care for the American people; and 
be it further 


“Resolved, that similar leadership be undertaken 
to coordinate the efforts of private insurance car- 
riers through conferences with their national organi- 
zations; and be it further 

“Resolved, That, where feasible, efforts be made to 
cooperate with representatives of other types of medi- 
cal care plans, other professional groups, and repre- 
sentatives of industry, labor and the public at large.” 

Health care for the aged—The House reaffirmed 
the Association’s support of the Kerr-Mills Bill, which 
was passed last summer, and its opposition to any 
legislation involving the use of the OASDI mechan- 
ism for medical aid to the aged. The delegates also 
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urged state and local medical societies to cooperate 
with the appropriate state officials and to provide 
leadership in implementing the provisions of the 
Kerr-Mills Bill. 

In regard to health care for the aged, the House 
suggested further experimentation in home care pro- 
grams, homemaker services, and visiting nurse serv- 
ices. The delegates also recommended increased em- 
phasis at all levels of medical education on the new 
challenges being presented to physicians in the health 
care of older persons. 

Polio vaccine-—The House agreed with a Board 
of Trustees report which said: 

“In view of the fact that oral polio vaccine will 
not be generally available in sufficient quantity in 


Dr. J. M. Travis of Jacksonville congratulates the 
1960 winner of AMA General Practitioner of the Year 
Award, Dr. James T. Cook of Marianna, Fla., during the 
most recent meeting of the AMA House of Delegates in 
Washington, D. C. Dr. Travis was recipient of the same 
award for 1952. 


1961 for any large scale immunizing effort, the Board 
of Trustees of the AMA strongly recommends that 
the medical profession encourages the widest possible 
use of the Salk vaccine for the prevention of polio- 
myelitis. The Salk vaccine has been proved to be 
effective and since there are still many segments of 
the population not immunized against poliomyelitis 
every effort should be made to encourage the genera! 


public to take advantage of the Salk vaccine without 
delay.” 


The Board report was amended to suggest that a 
proper committee be established by the AMA to 
study the problems involved in administration of 
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the new oral polio vaccine and to establish guides 
for physicians to follow when they are approached 
by various groups and asked for their support in 
administering oral polio vaccine. 


Miscellaneous Actions 


In considering a wide variety of resolutions and 
innual and supplementary reports, the House also: 

* Approved continuing study and periodic re- 
evaluation of the trend toward locating physician's 
iffices in or adjacent to hospitals; 

* Directed the Committee on Medical Care for 
industrial Workers to carry out its duties as previ- 
vusly instructed and to prepare guides for physician 
‘elationships with medical care plans in conformity 


aa Texas 


Medical Association 


with the clear policies already laid down by the 
House of Delegates; 

* Approved a set of guides relating to drug ex- 
penditures for welfare recipients; 

* Asked the Board of Trustees to study the ques- 
tion of blood replacement responsibility and also 
the matter of establishing health insurance fee sched- 
ule for surgical assistants; 

* Urged the Board to make every effort to reduce 
the number of physicians who are non-dues-paying 
members and approved a three-year study report on 
the relationships of physicians not-in-private-practice 
to organized medicine; 

* Requested the Board to present a completed 
retirement and disability insurance program for AMA 
members at the June, 1961, meeting, and 

* Agreed that the General Practitioner of the Y ear 
Award should be continued as at present. 


29 Guests to Be Featured at Galveston Session 


With 29 guest speakers and a host of TMA 
speakers headlining the Annual Session program to 
be held in Galveston, April 22-25, Association mem- 
bers will have the opportunity to hear a variety of 
medical topics discussed. 

Guest speaker participants will include Dr. E. 
Vincent Askey, Los Angeles, President, American 
Medical Association; Dr. Percival Bailey, Chicago, 
neurology and psychiatry; Dr. Oscar J. Becker, Chi- 
cago, plastic surgery of head and neck; Dr. David 
P. Boyd, Boston, surgery; Dr. Harvey R. Butcher, 
St. Louis, surgery; Dr. Edwin F. Cave, Boston, ortho- 
pedic surgery; Dr. Robert J. Coffey, Washington, 
D. C., surgery; Dr. Arthur C. Curtis, Ann Arbor, 
Mich., dermatology; Dr. Paul R. Dumke, Detroit, 
anesthesiology; and Dr. John B. Fawcitt, Stockport, 
Cheshire, England, radiology. 

Other speakers will include Dr. Clifford A. Gas- 
tineau, Rochester, Minn., internal medicine (dia- 
betes); Dr. William H. Havener, Columbus, Ohio, 
ophthalmology; Dr. John W. Henderson, Rochester, 
Minn., ophthalmology; Dr. Ralph Jones, Jr., Miami, 
internal medicine; Dr. Walter C. MacKenzie, Ed- 
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monton, Alberta, Canada, surgery (cancer); Dr. 
David K. Miller, Buffalo, N. Y., internal medicine; 
Dr. Hugo Muench, Boston, public health; Dr. Theo- 
dore C. Panos, Little Rock, Ark., pediatrics; Dr. M. A. 
Perlstein, Chicago, pediatrics and neurology; Dr. 
T. B. Quigley, Boston, surgery. 

Among the other speakers are Dr. Edward J. Quil- 
ligan, Cleveland, Ohio, obstetrics and gynecology; 
Dr. Laurence L. Robbins, Boston, radiology; Dr. 
Kathleen Raines, Stockport, Cheshire, England, anes- 
thesiology; Dr. Julius B. Richmond, Syracuse, N. Y., 
pediatrics and psychosomatics; Dr. George E. Sham- 
baugh, Jr., Chicago, otolaryngology; Dr. Rupert B. 
Turnbull, Cleveland, Ohio, surgery (gastroenterology 
and proctology); and Dr. Owen H. Wangensteen, 
Minneapolis, Minn., surgery (cancer). 

Programs of scientific sections and related organ- 
izations will include many Association member 
speakers. Papers from Texas essayists are being gath- 
ered by program chairmen for submission to the 
Council on Annual Session at its meeting January 
15 in Austin. 





Conference for County Medical 
Society Officials 


Texas Medical Association, Headquarters Building, Austin 
Saturday, January 28, 1961 


Morning Program, 9:00 a. m. 


The Purpose of this Conference-—Dr. Charles E. Oswalt, Jr., Fort Stockton, Chairman, 
Board of Councilors. 
The President’s Job—Dr. Walter Walthall, San Antonio, Vice-Chairman, Board of 
Councilors. 4 
Duties of the Secretary-Treasurer—bDr. Carlos E. Fuste, Jr., Alvin, 
Secretary, Board of Councilors. 
Panel Session on County Medical Society Administration. 
Question and Answer Period. 
The Challenge Ahead in 1961—Dr. May Owen, Fort Worth, 
President, Texas Medical Association. 
The AMA in ’61.—Dr. F. J. L. Blasingame, Chicago, Executive 
Vice-President, American Medical Association. 
= Problems Facing the Voluntary Hospital System.—-Frank S. Groner, 
Dr. BLASINGAME Memphis, President, American Hospital Association. 
MD’s, MC’s and the 60’s.—Joe M. Kilgore, McAllen, Representative, Fifteenth Con- 
gressional District of Texas. 
Where Were You (Film)—Produced by Ford Motor Company. 


Luncheon, 12:45 p. m. 
Afternoon Program, 2:00 p. m. 


Professional Men and General Welfare—Ed Gossett, Dallas, Gen- 
eral Attorney of Texas, Southwestern Bell Telephone Com- 
pany. 

Symposium on Medical Care Programs for the Aged, the Indigent, 
and the Needy.—Dr. Russell L. Deter, Moderator. 

The New Federal-State Medical Program for the Aged.—- 
Provisions of Mills-Kerr Legislation—Dr. Blasingame. 
Status of Existing Old Age Assistance Programs in Texas; 
Provisions of the New Federal-State Medical Care Pro- 
gram for the Aged—John H. Winters, Austin, Com- 
missioner, State Department of Public Welfare. 
Recommendations of the Governor's Committee on Aging; Implementation of the 
New Federal-State Matching Plan and Other Possible Approaches; Considera- 
: tions from the Viewpoint of the State Legislature — 
Crawford C. Martin, Senator, Twelfth Senatorial District 
of Texas. 
A Medical View of Present and Future Programs of Health 
Care for the Aged—Dr. M. O. Rouse, Dallas, Vice- 
Speaker, House of Delegates, American Medical Associ- 
tion. 


We Are At War—W. P. Strube, Jr., Houston, President, Mid- 
American Life Insurance Company; Secretary, Christian Anti- 
Mr. STRUBE Comunism Crusade. 


MR. KILGORE 


Evening Program, 6:30 p. m. 


Hospitality Hour—Courtesy of the Texas Employers Insurance Association, Ballroom, 
Driskill Hotel. Physicians, wives, and guests are invited. 
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Orientation Program 


Texas Medical Association, Headquarters Building, Austin 
Saturday, January 28, 1961 


Morning Session, 9:00 a. m. 


Call to Order—Dr. Harvey Renger, Hallettsville, President-Elect. 
Welcome: Objectives of the Orientation Program.—Dr. Travis Smith, Abilene, Coun- 
cilor, District 13. 
The Texas Medical Association; An Accounting of Stewardship; What Happens to 
Your $45 Dues?—Dr. Robert W. Kimbro, Cleburne, Chairman, Board of Trustees. 
Public Relations and Socio-Economic Considerations in the Practice of Medicine—C. 
Lincoln Williston, Austin, Executive Secretary, Texas Medical Association. 
The Challenge Ahead in 1961—Dr. May Owen, Fort Worth, 
President, Texas Medical Association. 
The A. M. A. in ’61.—Dr. F. J .L. Blasingame, Chicago, Executive 
Vice President, American Medical Association. 
Problems Facing the Voluntary Hospital System—Frank S. Groner, 
Memphis, President, American Hospital Association. 
MD’s, MC’s and the 60’s—Joe M. Kilgore, McAllen, Representa- 
tive, Fifteenth Congressional District of Texas. 


Luncheon, 12:10 p. m. 


Mr. GRONER Afternoon Session, 1:15 p. m. 


Call to Order—Dr. Russell L. Deter, El] Paso, Vice President, Texas Medical Association. 
Medical Ethics Considerations in the Practice of Medicine—Dr. C. E. Oswalt, Jr., Fort 
Stockton, Chairman, Board of Councilors. 
Medical Etiquette; Obligations of the Physician to Colleagues and to the Profession — 
Dr. R. Mayo Tenery, Waxahachie, Councilor, District 14. 
Professional Men and the General Welfare—Ed Gossett, Dallas, 
General Attorney for Texas, Southwestern Bell Telephone 
Company. 
Serving the Doctors of Texas—Donald M. Anderson, Austin, As- 
sistant Executive Secretary, Texas Medical Association. 
Workmen's Compensation Laws; Charges, Obligations and the 
Law.—Smith Pettigrew, Dallas, Medical Coordinator, Texas 
Employers’ Insurance Association. 
Legal Aspects of Medical Practice; Malpractice—How to Avoid It. 
—Philip R. Overton, Austin, General Counsel. Mr. GOSSETT 
We Are At War-——W. P. Strube, Jr., Houston, President, Mid-American Life Insurance 
Company; Secretary, Christian Anti-Communism Crusade. 





Evening Program, 6:30 p. m. 


Hospitality Hour—Driskill Hotel, compliments of the Texas Employers’ Insurance As- 
sociation. Physicians, wives, and guests are invited. 
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TMA Convention Plans 


Dr. E. Peter Garber, Chairman, Committee on 
General Arrangements, reports the local committee 
is active in making arrangements for the Galveston 
session next spring. An impressive President's Party 
on Tuesday evening, April 25, is promised and will 
be held at the Moody Convention Center. Alumni 
parties will be held on Monday evening, April 24, 
and fraternity parties Tuesday evening preceding the 
President’s Party. The Memorial Services to be held 
Sunday, April 23, in the Galvez Hotel are being 
planned by Dr. M. L. Ross of Galveston and Auxil- 
iary representatives, Mrs. Van D. Goodall, Clifton; 
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County Societies 





Many county medical societies in Texas have 
formed a committee on emergency or disaster medi- 
cal services, although civil defense organization of 
the various societies differs considerably. 

This conclusion is drawn from the results of a 
questionnaire mailed to county societies by the Texas 
Medical Association’s Committee on Emergency Med- 
ical Service to evaluate the civil defense organization 
of the constituent county societies. Thirty-two replies 
have been received to date from the recent mailing 
sent to 115 county society secretaries. The Commit- 
tee plans to review the questionnaires at its next 
meeting January 28, 1961, in Austin. Only 9 of the 
32 counties which replied reported that they did not 
have a committee on emergency or disaster medical 
service. 

In counties which have such a committee, the 
number of members ranges from 1 to 17. Among 
persons in charge of the planning for medical emer- 
gencies in each community are the chairman of the 
society's Committee on emergency medical services, 
the president or secretary of the county medical so- 
ciety, and the chief of a local hospital staff. Nearly 
all the societies which have an organization for 
medical emergencies said that the person in charge 
was recognized by the county authorities, as well as 
by officers of the county medical society. Among 
the methods used for communication are telephone, 
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Mrs. Robert M. Moore, Galveston; and Mrs. Sam R. 
Snodgrass, Galveston. Various sports events are being 
planned and will be announced later. 


Reservations are being honored by Galveston hotels 
and motels for the period of the annual session. Re- 
quests for accommodations should be sent directly 
to the hotel or motel of one’s choice. (A list of 
hotels and motels appeared in the October Journal, 
and will be published again, with rates, in the Janu- 
ary Journal. Blocks of rooms at the headquarter 
hotels, the Galvez and Buccaneer, will be held until 
February 20 for Association guest speakers, officials, 
and delegates. Thereafter, rooms will be available at 
these hotels on a first-come, first-served basis. 





and Disaster Plans 


radio, short wave police radio, ham radio, and mail. 

Most of the component societies which replied to 
the questionnaire reported that county society offi- 
cials had had recent meetings with the county judge, 
mayor, or other authorities in local government as 
to the responsibilities of members of the medical 
profession in case of an emergency. However, a con- 
siderable proportion of the societies had not had 
such a meeting, or at least not recently. 

Most of the physicians in the responding county 
societies are assigned to a station should there be a 
disaster call. Nevertheless, approximately one-third 
of the societies indicated that they did not assign doc- 
tors to a station. Many said that although the society 
did not make such assignments, the local hospital! 
staffs did. In most of those county societies in ar 
area with more than one hospital, some orderl; 
assignment has been made so that a doctor with 
staff privileges at more than one institution will re 
port to a specific one in time of disaster. Severa 
societies have emergency medical teams which coul: 
go to another town in their respective vicinities t 
render aid if it is sought. However, emergency plan 
included only the county in many instances. Onl: 
slightly more than half of the societies had made pro 
visions to receive refugees with injuries in the even 
of disaster and evacuation of large cities. Again, man 
of the societies had provisions only for their count 
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in such an event. 

To increase the medical care facilities in the vari- 
ous communities, many societies had requested a 200 
bed emergency Federal Civil Defense Administration 
hospital which is stored and which can be used in 
case Of disaster. A little more than half of the coun- 
tics surveyed had obtained one of these hospitals, 
and two other medical societies had requested one. 
Of the 17 societies which had an FCDA hospital, 
however, only 8 have a plan for its usage in case 
o' disaster. Among the organizations with such a 
pan is Brazorta County Society, which has a com- 

ete plan of operation for its hospital with a nine 
pan committee commanding the organization. E/ 
F so County Society plans to use members of the 

uunty medical society to set up the hospital, while 
\\ ashington-Burleson Counties Society reports that 
purses and other personnel have been assigned to 
their respective positions at the hospital. 
Several of the societies that responded to the 
questionnaire believed that the FCDA hospitals can 
be set up and manned only after much difficulty. 
For example, the Galveston County Society antici- 
pates trouble setting up the hospital since it is crated 
and boxed, and is not readily moved. In the case of 
county medical societies which did not plan to use an 
FCDA hospital, the following facilities were given 
as possibilities in event of emergency: local hospitals, 
drug stores, schools, auditoriums, gymnasiums, medi- 
cal clinics, Red Cross facilities, and physicians’ offices. 

Besides the FCDA hospitals, the source of medi- 
cal supplies in most communities consists of local 
hospitals, drug stores, wholesale drug houses, medical 
clinics, and Red Cross and local clinic facilities. Soci- 
eties list the following as sources of blood in case 
of emergency: blood banks in San Antonio, Houston, 
Dallas, Beaumont, Tyler, El] Paso and local donors. 


c 


Local Television Series Set 
By Travis County Society 


A new medical television series, “Tell Me Doctor,” 
has been planned as a public service feature by the 
Travis County Medical Society in cooperation with 
KTBC-TV, the local Austin station, beginning Janu- 
ary 8, 1961. 

The first program of the series, “Tell Me, Doctor, 
What Price Health,” will feature a panel composed 
of a physician, a hospital administrator, a retail drug- 
gist, and a representative of the pharmaceutical in- 
dustry who will answer questions—phoned in by 
viewers—relating to the cost of medical care. 

Dr. Charles P. Hardwicke, an Austin physician 
will represent Travis County Society and Roy J. 
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Cates, executive secretary of the society, will mod- 
erate the series. 

Other subjects selected for presentation include 
discussions of poisons, blood, heart disease, recent 
advances in heart surgery, obesity, immunizations, 
city hospitals, city health departments, x-ray, and 
arthritis. 


Bexar County Society Begins 
Construction on New Building 


The Bexar County Medical Society recently began 
construction on a new building in San Antonio that 
will cost approximately $300,000, reports S. E. Cock- 
rell, Jr., the Society’s executive secretary. 

The building will include an assembly room to 
seat 300 persons; library facilities, including sound 
proof cubicles in which doctors may study, stacks to 
display approximately 17,000 volumes, and a library 


Bexar County Society’s New Building 


workroom; a lounge area; and a rare books room, 
which will include most of the volumes comprising 
the $100,000 investment which the Society has in 
rare books. ; 

A feature of the building will be the circular stair- 
way extending from the first to the second floor. 
Parking space will be provided on one-half of the 
nearly two acre tract. 


Which Specialist Gets Paid Soonest? 


Which specialist gets paid soonest? A new survey 
shows that dermatologists do, according to the No- 
vember 7 issue of Medical Economics. They have 
the shortest time lag between treatment and payment, 
according to the publication. Psychiatrists and oph- 
thalmologists do almost as well. Slowest to collect: 
internists, neurosurgeons, and general surgeons, and 
obstetricians and gynecologists. 











County Society Briefs 


The San Patricio-Aransas-Refugio Counties Society 
met in Sinton December 7. Dr. F. S. Ewing and Dr. 
and Mrs. M. C. Rittiman were co-hosts for the meet- 
ing. Besides the regular business session, an American 
Medical Association motion picture entitled, “Medi- 
film Report II,” a summary of the Miami A.M.A. 
meeting, was shown. 

Erath-Hood-Somervell Counties Society and _ its 
Auxiliary met recently in a joint session in Dublin. 


RECENT 


DR. J. J. CRUME 


An honorary member of Texas Medical Associa- 
tion, Dr. John James Crume of Amarillo, died August 
9 in an Amarillo hospital. Death was attributed to 
complications of old age. 

Born September 9, 1867, in Dallas County, Dr. 
Crume grew up on a farm 15 miles north of Brown- 
wood. He taught school several years before entering 
medical college. He passed the oral examination in 
1897, the summer before he entered medical school, 
and later practiced medicine during summer to fi- 
nance his following school year. He was graduated 
April 5, 1900, from the Fort Worth School of Medi- 
cine, which later was absorbed by the Baylor Uni- 
versity College of Medicine, now in Houston. 

Initially a general practitioner, Dr. Crume became 
one of the first eye, ear, nose, and throat specialists 
in the Amarillo area. He practiced in Gorman, from 
1900 until 1906; in Rising Star from 1906 until 
1908; and in 1908, he moved to Amarillo, where he 
practiced until his retirement in 1950. 

In 1925, he took postgraduate courses in London 
and Vienna. 

Dr. Crume was a member of the American Medi- 
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After a dinner, the group voted to establish an an- 
nual $200 scholarship fund as a memorial to Dr, 
T. F. Bryan, who died recently after having prac- 
ticed in Dublin since 1904. 

Dr. Murray M. Copeland, Houston, was speaker 
for the November meeting of Bexar County Society; 
his topic was “Some Personal Reflections on the 
Army Medical Service in Europe: Italy and France, 
1960.” Dr. Copeland recently was named assistant 
director for education at the University of Texas 
M. D. Anderson Hospital and Tumor Institute, 
Houston. : 


Ei 


DR. J. J. CRUME 


cal Association; an honorary member of Texas Medi 
cal Association; president in 1932 and a member of 
the Potter-Randall Counties Medical Society; anc 
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the secretary for 20 years and president of the Third 
District (Panhandle) Medical Society. In addition, 
he had served as Councilor of the Third District. 


He was secretary to the Texas Medical Associa- 
tion Section on Eye, Ear, Nose, and Throat in 1914, 
and chairman of the Section in 1934. 

He also belonged to the American Ophthalmologi- 
cal Society, the A.M.A. of Vienna, the Pan American 
Medical Congress, and he was a fellow in the Amer- 
ican College of Surgeons. 

He had served as president of the staff and as 
first dean at St. Anthony’s Hospital and Northwest 
Texas Hospitals in Amarillo. 

His church membership was at Polk Street Meth- 
odist Church in Amarillo. 

In 1950, Dr. Crume, a third cousin of Abraham 
Lincoln, was named an honorary member of the 
Lincoln Sesquicentennial Commission. He was one 
of 75 persons in the country so honored. 

Survivors include his niece, Mrs: Claude Harrison 
of Amarillo; two nephews, M. W. Crume of Lubbock 
and Bill Crume of Elida, N. M., and a cousin, Mrs. 
Eva Stone of Plainview. 


DR. JOHN H. FINN 


Dr. John Hannon Finn, Refugio general practi- 
tioner since 1940, died July 30, 1960, in Abbott 
Hospital in Minneapolis, following surgery on July 
2: 

A native of Pittsfield, Mass., where he was born 
September 13, 1910, Dr. Finn was the husband of 
the late Dr. Josephine Shelton Finn, who died De- 
cember 12, 1959. She had practiced with him for 20 
years in Refugio. For a short time after the Finns 
moved to Texas in 1940, they practiced in Kingsville, 
but after a few months, they established their offices 
in Refugio. 

Dr. Finn attended Pittsfield High School and St. 
John’s College in Annapolis, Md., from which he 
received his bachelor of arts degree in 1932. He at- 
tended the University of Maryland School of Medi- 
cine and College of Physicians and Surgeons, receiv- 
ing his medical degree in June, 1937. 

Dr. Finn served his surgical internship in Balti- 
more City Hospital in 1937 and 1938, and his rota- 
tion internship at the Hospital for Women of Mary- 
land in 1938 and 1939. 

Before moving to Texas, Dr. Finn had served as 
staff doctor for the state prison in Maryland. 

In Refugio, he served as county health officer, as 
a member of the Board of Trustees of the Refugio 
school system, and he was a member of the Rotary 
Club. 

For his services, he had been named to the Knights 
of St. Gregory. 
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Dr. Finn was a fellow of the American College of 
Surgeons, a member of the American Medical As- 
sociation, the Texas Medical Association, and the 
San Patricio-Aransas-Refugio Counties Medical So- 
ciety. 

Survivors include his daughter, Miguelita Finn of 
Refugio; his mother, Mrs. John Finn of Scarsdale, 
New York; two sisters, Miss Eleanor Finn of Scars- 
dale, and Mrs. Newton Tobey of Winnetka, IIl. 


DR. H. E. GRIFFIN 


Dr. Howard Eli Griffin died July 10, 1960, of 
coronary thrombosis at his home in Graham. 

He was born September 25, 1880, in Owensville, 
the son of Charles Henry Griffin and Margaret Anne 
(Borden) Griffin. He attended Kosse High School 
and Trinity University at that time located in Tehua- 
cana. He began his medical training at the Univer- 
sity of Texas Medical Branch at Galveston and was 
graduated from Tulane University School of Medi- 
cine at New Orleans. His internship was at Charity 
Hospital, New Orleans. 

He later did postgraduate work at the Mayo Clinic 
in Minnesota, in Chicago, New York, St. Louis, New 
Orleans, Cleveland, Ohio, and at Temple and sev- 
eral other locations. 

He also had been certified by the American Acad- 
emy of General Practice, which he assisted in organ- 
izing. 

From 1907 until 1914, Dr. Griffin practiced in 
Ennis and from 1914 until his death he was at Gra- 
ham, where he and his brother, Dr. B. B. Griffin, 
were owners of the Griffin Brothers Clinic. 

An author of several medical articles, Dr. Griffin 


DR. H. E. GRIFFIN 














had been speaker many times before the Graham 
Rotary Club. 

He was Vice-President of Texas Medical Associa- 
tion, president of District 13 Medical Society in 
1916, and he had organized the Young County Med- 
ical Society in 1920. In addition, he had served Texas 
Medical Association as a delegate to the American 
Medical Association and as chairman of the Council 
on Medical Economics from 1942 until 1950. Other 
medical associations to which he belonged were the 
American Medical Association and the Southern 
Medical Association. 

A Baptist, Dr. Griffin organized the Graham 
Rotary Club in 1925 and served as its first president, 
was past president of the Chamber of Commerce 
which presented him a plaque in 1952 “In apprecia- 
tion of services rendered Graham and Young County 
making possible many of the advantages we now 
enjoy.” Active in soil conservation work, Dr. Griffin 
was also presented a plaque as the most unselfish 
worker for soil conservation at the Fort Worth 
Annual Soil Conservation Meeting. Besides soil con- 
servation, his hobbies were stockraising and hunting. 

He belonged also to the Knights of Pythias, Wood- 
men of the World, Odd Fellows, and Friends of the 
Land of the Young County Farm Bureau. 


DR. JOHN E. MORRISON 


Dr. John Edward Morrison, El Paso physician 
since 1928, died August 29, 1960, in Providence Me- 
morial Hospital, El Paso, of a ruptured aneurysm. 

A native of Graham, Dr. Morrison attended Gra- 
ham High School, the University of Texas at Austin, 
and the University of Texas Medical Branch at Gal- 
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veston, from which he received his medical degree 
in 1923. After serving his internship at Cleveland 
City Hospital in Ohio, he took his residency at 
Grasslands Hospital in New York. 

Dr. Morrison was a member of the American 
Medical Association, the Texas Medical Association, 
and the El Paso County Medical Society, of which he 
was past president. He also belonged to the Ameri- 
can Heart Association, the Southern Medical Assoc’- 
ation, Chi Phi medical fraternity, the El Paso Rotary 
Club, and the First Presbyterian Church. 

Dr. Morrison's .military service included World 
War L. 

He was married March 12, 1940, to Mrs. Dorothy 
C. Dutro at El Paso. Survivors include his wife; one 
son, John C. Dutro; three grandchildren, John Mor- 
rison| Dutro, Deborah Carroll Dutro, and Dorothy 
Dutro; two sisters, Mrs. Finley Scruggs of Tyler, and 
Mrs. K. D. Oates of Graham. 


DR. I. C. BATES 


Dr. Isaac Clayton Bates, ophthalmologist at Sher- 
man for many years, died July 31, 1960, while he 
was practicing putting at the Woodlawn Country 
Club in Sherman. 

Dr. Bates was born April 8, 1907, in West, the 
son of David Nicholass and Ada (Knight) Bates. 
His preliminary education was in Celina, and his 
bachelor of arts degree was received from Baylor 
University, Waco, in June, 1926. He received his 
medical degree in June, 1930, from Baylor University 
College of Medicine before the school was moved 
from Dallas to Houston. 


He interned at Jefferson Davis Hospital, Houston, 
and took a three year eye, ear, nose, and throat course 
at Long Island College Hospital, Brooklyn. In 1954, 
he took postgraduate work on the eye at New York 
Eye and Ear Hospital in New York City. 

From 1934 to 1937, Dr. Bates practiced in Glade- 
water, moving in 1937 to Sherman. 

He was a member of the American Medical As 
sociation, the Texas Medical Association, the Grayson 
County Medical Society, and the Dallas Eye, Ear 
Nose, and Throat Society. 

A member of the First Presbyterian Church in 
Sherman, Dr. Bates also belonged to the Dallas Ath 
letic Club. His hobbies included shortwave radi: 
and woodworking. 

He was married June 18, 1935, to the forme: 
Miss Mary Barbara Callan of Quincy, Mass., in 
Shreveport. 

Survivors include his wife, a son, William Claytor 
Bates, and three sisters, Miss Lucille Bates, Miss 
Sybil Bates, and Mrs. Nell Beeman, all of Sherman. 
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DR. RICHARD G. CLARK 


Dr. Richard G. Clark, San Antonio, died June 10, 
960, in San Antonio. 


Born May 28, 1911, in Dallas, Dr. Clark was the 
2 of Nell and William Hampton Clark. He at- 
nded Sunset High School, Dallas, and Southern 
‘ethodist University. In 1935, he received his med- 
ical degree from the University of Tennessee School 
‘ Medicine at Memphis and in 1946, he received a 
aster Of science in orthopedics. He served his in- 
cmnship at the Lutheran Hospital, St. Louis, and his 
-sidency at St. Louis University, St. Louis. From 
i46 until 1950 he practiced in St. Louis, moving 

en to McAllen where he practiced until 1959. 
S:nce then he had served at the Veterans Regional 
Office in San Antonio. 

He was a member of the American Medical As- 
siciation, the Texas Medical Association, Southern 
Medical Association, and a former member of Hi- 
dalgo-Starr Counties Medical Society, St. Louis City 
Medical Society, and St. Louis Orthopedic Society. 
In addition he belonged to Alpha Kappa Kappa 
medical fraternity. 

During World War II, he was in the United States 
Army, serving as a major in the Pacific Theater. 

He was married December 22, 1941, to Miss 
Florence Rassier in Lawton, Okla. 

Survivors include his wife, two sons, Bruce and 


Dick, now of Oswego, Ore.; and his mother, Mrs. 
W. H. Clark of Gainesville. 


DR. AMY BREYER 


Dr. Amy Breyer, Brownsville pediatrician, died 
September 7, 1960, in Brownsville following a 
lengthy illness. 

Born March 11, 1912, in Dunellen, N. J., Dr. 
Breyer was the daughter of Julius Breyer and Theresa 
(Rich) Breyer. She attended the public schools of 
Nashville, Tenn., and was graduated from Vanderbilt 
University at Nashville with the bachelor of arts and 
master of science degrees. In June, 1938, she received 
her medical degree from Vanderbilt University School 
of Medicine at Nashville. She interned at New Haven 
Hospital at New Haven, Conn., in 1938 and 1939, 
and at New York Hospital in New York City in 
1939 and 1940. She served her residency at Nash- 
ville General Hospital. 

She was with the Connecticut State Department of 
Health from 1943 until 1946 as a physician for 
crippled children; she was an instructor of pediatrics 
at Baylor University College of Medicine in Houston 
from 1946 until 1948. Since then she had practiced 
pediatrics in Brownsville, where she was one of the 
founders of the Brownsville Society for Crippled 
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DR. AMY BREYER 


Children. She was elected an inactive member of 
Texas Medical Association this year, and she was a 
fellow of the American Academy of Pediatrics. 

Dr. Breyer was a member of the Church of the 
Advent, Episcopal, at Brownsville. 

She is survived by her husband, Edwin R. Jordan, 
and four children, Edwin Rich Jordan, Jan Breyer 


Jordan, Celia Jordan, and Rose Jordan, and six 
brothers and sisters. 


DR. FRANK G. SHEDDAN 


Dr. Frank Glenn Sheddan of Fort Worth died 
September 9, 1960, at his home. 

Dr. Sheddan was born to W. K. and Elizabeth 
(Harris) Sheddan of Columbia, Tenn., September 
24, 1883. He attended the Columbia Public Schools, 
and the University of Nashville. He was graduated 
from the former Fort Worth University Medical 
School in 1909. Dr. Sheddan practiced medicine 47 
years in Fort Worth, until his retirement a few 
months before his death, specializing in urology. 

A member of the Texas Medical Association, Dr. 
Sheddan also held membership in the Tarrant County 
Medical Society and the American Medical Associa- 
tion. He engaged in part-time farming and enjoyed 
as his hobbies fishing and hunting. 

Dr. Sheddan was married to Miss Celia Taylor of 
Fort Worth June 14, 1911, in Fort Worth. She sur- 
vives, as does a son, Dr. Frank Sheddan, Jr. of Bos- 
ton; a foster son, Richard B. Taylor of New York; 
two brothers, Marion Sheddan and Nicholas Shed- 
dan; and two sisters, Miss Pauline Sheddan and Miss 
Helen Sheddan, all of Columbia, Tenn. 














DR. JAMES M. POTTS 


A Dallas eye, ear, nose, and throat specialist for 
many years, Dr. James M. Potts died September 21, 
1960, in a Dallas hospital. 

Dr. Potts had practiced in Dallas from 1919 until 
his retirement in 1954. He was a native of Litchfield, 
Ill, where he was born October 6, 1873. He was 
graduated from St. Louis University School of Medi- 
cine and did postgraduate work at St. Louis City 
Hospital and St. Paul Hospital in Dallas. 

He first practiced in Springfield, Mo., in 1912, 
moving to Dallas in 1919. 

Elected an honorary member of Texas Medical 
Association in 1954, Dr. Potts also was a member 
of the Dallas County Medical Society and the Amer- 
ican Medical Association, the American College of 
Surgeons, and the Dallas Academy of Ophthalmology 
and Otolaryngology. 

Surviving are his wife, Mrs. Nita Potts; two sons, 
Joseph A. Potts of Sitka, Alaska, and John William 
Potts of Birmingham, Ala., and five daughters, Mrs. 
Bass G. Stokes and Mrs. Melvin W. Jackson of Dal- 
las, Mrs. Brian J. Dunne of New York City, Mrs. 
Elmer A. Fedewa of Portland, Mich., and Mrs. S. W. 
FitzGerald of Honolulu, 29 grandchildren and four 
great-grandchildren. 

Dr. Potts was active in Catholic Church work and 
was instrumental in founding St. Paul’s Clinic, where 
he served many years. 


DR. EMMETT T. BYROM 


Dr. Emmett Travis Byrom, Dallas pediatrician, 
died September 6, 1960, in his automobile after he 
had suffered a heart attack. 

Dr. Byrom was a native of Atascosa, where he was 
born July 6, 1891. He was graduated from San Mar- 
cos Academy and Baylor University at Waco, from 
which he received the bachelor of arts degree in 
June, 1919. He was awarded the medical degree in 
June, 1924, by Baylor University College of Medi- 
cine, then located in Dallas, after which he interned 
at Baylor Hospital, Dallas, for one year. 

Dr. Byrom was long interested in the subject of 
left dominance in children and presented papers on 
the subject. His interest in the subject extended to 
the Dallas Child’s Guidance Clinic in which he par- 
ticipated. 

In 1925 and 1926, he practiced in Forney, moving 
then to Dallas where he remained until his death. 
He was a member of the Dallas County Medical So- 
ciety, the Texas Medical Association, the American 
Medical Association, the Texas Pediatric Society, the 
Southern Clinical Association, and Phi Rho Sigma 
medical fraternity. 
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DR. EMMETT T. BYROM 


He was choir president and deacon of the Gaston 
Avenue Baptist Church, a Mason, and a member of 
the Hella Temple Shrine. 


He is survived by his wife of Dallas. 


DR. ROY P. PITRE 


Dr. Roy Paul Pitre, Port Arthur, died September 
25, 1960, after an illness of 16 months. 


A native of Baldwin, La., Dr. Pitre was born Au- 
gust 17, 1910, to Donney P. Pitre and Irma Marie 
(Dumesnil) Pitre. His preliminary education was 
received in Port Arthur. He received his bachelor 
of science degree from St. Edward’s University, Aus- 
tin, in 1932, and the medical degree from the Uni- 
versity of Texas Medical Branch at Galveston in 
1937. He interned at St. Elizabeth Hospital in Day- 
ton, Ohio, after which he practiced at St. Mary’s 
Hospital in Port Arthur. Beginning in 1947 until his 
death, Dr. Pitre was Jefferson County Health Officer 

From 1941 until 1946, he had served as a majo: 
at Galveston in the United States Public Health 
Service. 

He was a member of the Texas Medical Associa 
tion, the American Medical Association, the Jeffer 
son County Medical Society, the American Societ 
of Anesthesiologists, and Phi Alpha Sigma medica’ 
fraternity. 

Survivors include his wife, the former Miss Maud« 
A. Rodgers, whom he married on June 7, 1940, a 
Port Arthur, and their two children, James Roy 
Pitre and John Malcolm Pitre; a sister, Mrs. Ruby 
Goodwin, Nederland; his parents, of Port Arthur: 
and his grandmother, Mrs. T. Dumesnil of Houston 
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DR. DAVID R. WOMACK 


Dr. David R. Womack, Austin, died August 26, 
1960, at Seton Hospital, Austin, of heart failure. 

He was born April 12, 1902, at Rockwall, the 
son of Edna (Ray) and Rufus Marvin Womack. 
He attended Austin College at Sherman, received his 
bachelor of .arts degree in 1923, bachelor of science 
in 1925, and medical degree in 1927, all from Tulane 
University. Interning at Touro Infirmary and Tampa 
Municipal Hospital, New Orleans, he served his 
residency at Eye, Ear, Nose, and Throat Hospital, 
New Orleans. 

At New Orleans he was a consultant on the active 
staff of Touro Infirmary and had been chief of the 
Department of Otolaryngology. With the exception 
of the war years from 1941. through 1945, he had 
practiced at New Orleans from 1932 until 1948. For 
several years he served at the Veterans Administra- 
tion Hospital at Marlin. 

Dr. Womack was a diplomate of the American 
Board of Otolaryngology, a member of the American 
Academy of Ophthalmology and Oto-Laryngology, 
the American Broncho-Esophagological Association, 
the American College of Chest Physicians and the 
Southern Chaptér of the American College of Chest 
Physicians, the Association of Military Surgeons of 
the United States, the Southern Medical Association, 
and the American Medical Association. He also be- 
longed to the Louisiana State Medical Society, the 
Orleans Parish Medical Society, the Texas Medical 
Association, the Travis County Medical Society, the 
Alpha Omego Alpha medical fraternity, and the 
American Legion. 

From May 14, 1941 until March 1, 1945, he 
served as a Navy commander at Pensacola, Fla., Naval 
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Hospital, Amphibious Training Base at Fort Pierce, 
Fla., and on the U.S.S. Black Hawk in the Pacific 
Fleet. 

He was married June 14, 1928, to the former Miss 
Amoret Gates at Franklin, La. 

Survivors include his wife of Austin, two sons, 
Lieut. (jg) David R. Womack of Oak Harbor, Wash- 
ington, and Marvin Womack, Dallas; 3 grandchildren, 
and an aunt, Mrs. Gladys Ray of Whitewright. 


DR. JOHN POTTS 


Dr. John Potts, Fort Worth physician and author 
known for his work in combating tuberculosis and 
in diseases of the chest, died October 22, 1960, in 
a rest home in Fort Worth. Death was caused by 
cancer of the stomach. 

He was born in 1879 in Carthage, Mo. After his 
graduation from Washington University, St. Louis, 
in 1909, and his internship at St. Louis City Hospital, 
Dr. Potts moved to Fort Worth, where he practiced 
for 45 years. The University of the South at Sewanee, 
Tenn., conferred on him the honorary doctor of civil 
laws degree, for his work in combating tuberculosis. 

He spent two years in the Army in World War I, 
where he was a consultant in medicine to the Mac- 
Arthur Base Hospital, a base then at Waco, and to 
the Seventh Division of the Regular Army in the 
American Expeditionary Forces in France. 

Dr. Potts was well known for public speaking and 
was the author of several books on tuberculosis and 
on the study of mental qualities. Known also for his 
ability in diagnosis of diseases, Dr. Potts established 
the Clinic for Diseases of the Chest at City-County 
Hospital, and conducted the clinic for 25 years. 
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He was credited with being largely responsible for 
the reduction in the tuberculosis rate in Fort Worth 
and Tarrant County. When he began his clinic, 200 
persons in 100,000 had the disease and when he 
retired, that total had been reduced to 35 in every 
100,000 persons. 

An honorary member of the Texas Medical Associ- 
ation, Dr. Potts also belonged to the American Medi- 
cal Association and the Tarrant County Medical So- 
ciety. He was a member of St. Andrew's Episcopal 
Church and was a Mason. 

He prided the titled “Father Confessor” which had 
been accorded him by many patients and physicians 
who confided in him. Dr. Potts also strongly believed 
that a man had to have a definite talent for medicine 
to be a good physician, just as talent is required for 
individuals in the fine arts. 

Dr. Potts was a bachelor and has no close survivors. 


DR. C. D. SAVAGE 


Dr. Carroll Dean Savage, Greenville, died August 
27, 1960, after he had suffered a heart attack on a 
Greenville golf course. 

Dr. Savage was born in Bailey on April 7, 1921. 
He attended Southern Methodist University at Dallas 
and was graduated from the University of Texas 
Southwestern Medical School at Dallas on September 
3, 1945. He interned at Charity Hospital of Louisiana 
at New Orleans, and served his residency in surgery 
at the United States Marine Hospital in New Or- 
leans. 

A specialist in surgery and obstetrics, Dr. Savage 
had been president of the Hunt-Rockwall-Rains 
Counties Medical Society and he belonged to the 
American Medical Association and the Texas Medi- 
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cal Association. He was a fellow of the American 
College of Surgeons. 

Dr. Savage was in the United States Public Health 
Service for 4 years from 1946 until 1950, holding 
the rank of assistant surgeon. He was stationed at 
the Marine Hospital in New Orleans. 


He was a member of the Kavanaugh Methodist 
Church in Greenville and the Sand Oaks Country 
Club. 

Survivors include his wife of Greenville, the 
former Miss Mary Bergen of Dallas; two daughters, 
Mary Anne Savage and Sally Savage of Greenville; 
a son, Stoney Savage of Greenville; his parents, Mr. 
and Mrs. Carl H. Savage of Dallas; and a brother, 
John A. Savage of Dallas. 
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¥%& Coming Meetings 


American Medical Association. Dr. E. Vincent Askey, Los Angeles, 


Pres.; Dr. F. J. L. Blasingame, 535 North Dearborn, Chicago 10, 
Exec. Vice-Pres. 


Current Meetings 


DECEMBER 


American Academy of Dermatology and Syphilology, Chicago, Dec. 
3-8, 1960. Dr. Francis W. Lynch, St. Paul, Minn., Pres.; Dr. 
Robert R. Kierland, Mayo Clinic, Rochester, Minn., Secy. 

Radiological Society of North America, Cincinnati, Ohio, Dec. 4-9, 
1960. Dr. Lawrence L. Robbins, Boston, Pres.; Dr. Donald S. 
Childs, 713 E. Genesee, Syracuse 2, N. Y., Secy. 

Southern Surgical Association, Boca Raton, Fla., Dec. 6-8, 1960. Dr. 
Francis Massie, Pres.; Dr. John D. Martin, Jr., Emory University, 
Ga., Secy. 

Texas Academy of Internal Medicine, Dallas, December, 1960. Dr. 
Robert Mitchell, Plainview, Pres.; Dr. Sam Arnett, 2609 19th St., 
Lubbock, Secy. 


Texas Rheumatism Association, Dallas, Dec. 9, 1960. Dr. Howard 
C. Coggeshall, Dallas, Pres.; Dr. J. Morris Horn, 3707 Gaston, 
Dallas, Secy. 

Texas State Board of Medical Examiners, Fort Worth, Dec. 1-3, 
1960. Dr. M. H. Crabb, Fort Worth, Secy.; Mrs. Carolyn H. Mil- 
lard, 1714 Medical Arts Bldg., Fort Worth, Assistant Secy. 

Texas Society of Ophthalmology and Otolaryngology, San Antonio, 
Dec. 2-3, 1960. Dr. Lyle J. Logue, Houston, Pres.; Dr. Oliver 
Suehs, 14 Medical Arts Square, Austin, Secy. 


Private Clinics and Hospitals, Dallas, December, 1960. Dr. Vance 


Terrell, Stephenville, Pres.; Mr. B. J. Warren, Deaton Hospital, 
Galena Park, Secy. 


JANUARY 


Texas Medical Association, Austin, Jan. 28, 1961; Galveston, April 
23-25, 1961. Dr. May Owen, Fort Worth, Pres.; Mr. C. Lincoln 
Williston, 1801 North Lamar Blvd., Austin, Exec. Secy. 


Texas Radiological Society, Fort Worth, Jan. 20-21, 1961. Dr. 
Delphin von Briesen, El Paso, Pres.; Dr. R. P. O'Bannon, 1216 
Pennsylvania, Fort Worth, Secy. 

Texas Urological Society, Wichita Falls, January 21-22, 1961. Dr. 
Joseph Mitchell, Dallas, Pres.; Dr. O. C. Berg, 1300 8th St., 
Wichita Falls, Secy. 


Twelfth District Society, Waco, January 10, 1961. Dr. Bernard 
Rosen, Corsicana, Pres.; Dr. R. L. Campbell, 205 S. 15th St., 
Corsicana, Secy. 


{nternational Medical Assembly of Southwest Texas, San Antonio, 
Jan. 23-25, 1961. Dr. Max E. Johnson, San Antonio, Pres.; 
S. E. Cockrell, 202 W. French Place, San Antonio, Exec. Secy. 


National and Regional 


American Academy of Allergy, Washington, D. C., Feb. 6-8, 1961. 
Dr. Bram Rose, Montreal, Canada, Pres.; Dr. Joseph Noah, 100 
N. Euclid Ave., St. Louis 8, Mo., Secy. 

American Academy of General Practice, Miami, April 17-20, 1961. 
Dr. John G. Walsh, Sacramento, Calif., Pres.; Mr. Mac F. Cahal, 
Volker Blvd, at Brookside, Kansas City 12, Executive Secy. 

American Association of Obstetricians and Gynecologists. Dr. Robert 
A. Ross, Chapel Hill, N. C., Pres.; Dr. Clyde L. Randall, 216 
Summer St., Buffalo 22, Secy. 

American Academy of Pediatrics, Washington, D C., April 10-12, 
1961. Dr. George M. Wheatly, New York, N.Y., Pres.; Dr. 
E. H. Christopherson, 1801 Hinman Ave., Evanston, Ill., Execu- 
tive Director. 

American Academy of Ophthalmology and Otolaryngology. Dr. Dohr- 
man K. Pischel, 940 Post St., San Francisco, Pres.; Dr. W. L. 
Benedict, 15 Second St. S.W., Rochester Minn., Secy. 

American Association for Maternal and Infant Health. Dr. M. Edward 
Davis, Chicago, Pres.; Mrs. Patricia Dorr, 116 S. Michigan Ave., 
Chicago 3, Executive Director. 

American Association for Thoracic Surgery, Philadelphia, April 
24-26, 1961. Dr. John H. Gibbon, Jr., Philadelphia, Pres.; Dr. 
Hiram T. Langston, 7730 Corondelet Ave., St. Louis 5, Secy. 

American Association of Genito-Urinary Surgeons. Dr. Reed M. 
Nesbitt, Ann Arbor, Mich., Pres.; Dr. W. J. Engel, 2020 E. 
93rd St., Cleveland 6, Secy. 


TEXAS State Journal of Medicine, DECEMBER, 1960 


American Association of Plastic Surgeons, May 17, 1961. Dr. Herbert 


Conway, New York City, Pres.; Dr. Thomas D. Cronin, 6615 
Travis St., Houston 25, Secy. 


American Cancer Society. Dr. Warren H. Cole, Chicago, Pres.; Mr. 
Granville Whittlesey, 521 West 57th St., New York 19, Secy. 
American College of Allergists, Dallas, March 12-17, 1961. Dr. 
Giles A. Koelsche, Rochester, Minn., Pres.; Mr. Eloi Bauers, 2160 

Rand Tower, Minneapolis, Executive Vice-Pres. 

American College of Chest Physicians, New York City, June 22-26, 
1961. Dr. M. Jay Flipse, 550 Brickell, Miami, Pres.; Mr. Murray 
Kornfeld, 112 E. Chestnut, Chicago 11, Executive Director. 

American College of Gastroenterology, Cleveland, Ohio, Oct. 22-25, 


1961. Dr. Henry Baker, Boston, Pres.; Mr. Daniel Weiss, 33 
West 60th, New York 23, Executive Director. 


American College of Obstetricians and Gynecologists. Dr. John I. 
Brewer, Chicago, Pres.; Mr. Donald F. Richardson, P. O. Box 
749, Chicago 90, Executive Secy. 

American College of Physicians, Miami Beach, May 8-12, 1961. Dr. 
Chester S. Keefer, Boston, Pres.; Dr. E. C. Rosenow, Jr., 4200 
Pine St., Philadelphia 4, Executive Director. 

American College of Radiology. Dr. Earl E. Barth, Chicago, Pres.; 
Mr. W. C. Stronach, 20 N. Wacker Dr., Chicago 6, Executive 
Director. 

American Congress of Physical Medicine and Rehabilitation. Dr. F. J. 
Kottke, Minneapolis, Pres.; Dorothea C. Augustin, 30 N. Michigan 
Ave., Chicago 2, Executive Secy. 

American College of Surgeons. Dr. Owen H. Wangensteen, Minne- 
apolis, Pres.; Dr. William E. Adams, 950 E. 59th St., Chicago, 
Secy. 

American Dermatological Association. Dr. Marion B. Sulzberger, New 
York, Pres.; Dr, Wiley M. Sams, 308 Ingraham Bldg., Miami 32, 
Secy 


American Gastroenterological Association, Chicago, May 25-27, 1961. 
Dr. Hugh Butt, Rochester, Minn., Pres.; Dr. Wade Volwiler, Dept. 
of Medicine, University of Washington, Seattle 5, Secy. 

American Gynecological Society. Dr. Karl H. Martzloff, Portland, 
Pres.; Dr. A. A. Marchetti, 3800 Reservoir Rd. N.W., Washing- 
ton 7, D.C., Secy. 

American Heart Association. Dr. A. Carlton Ernstene, Cleveland, 
Pres.; Mr. William F. McGlone, 44 E. 23rd, New York 10, Secy. 

American Hospital Association. Dr. Russell A. Nelson, Baltimore, 
Md., Pres.; Dr. Edwin L. Crosby, 18 E. Division Street, Chicago, 
Executive Director. 

American Laryngological, Rhinological, and Otological Society, Lake 
Placid Club, May 23-25, 1960. Dr. Fletcher D. Woodward, Char- 
lottesville, Va., Pres.; Dr. C. S. Nash, 708 Medical Arts Bldg., 
Rochester, N. Y., Secy. 

American Neurological Association, Atlantic City, June 12-14, 1961. 
Dr. H. G. Wolff, New York City, Pres.; Dr. M. D. Yahr, 710 
W. 16th St., New York 32, Secy. 

American Ophthalmological Society, Hot Springs, Va., May 17-19, 
1961. Dr. Edwin B. Dunphy, Boston, Pres.; Dr. Joseph A. C. 
Wadsworth, 108 E. 68th, New York 21, Secy. 

American Orthopaedic Association, Yosemite National Park, May 22- 
25, 1961. Dr. Edwin F. Cave, Boston, Pres.; Dr. Lee Ramsay 
Straub, 535 E. 70th St., New York 21, Secy. 

American Pediatric Society, Atlantic City, May 2-5, 1961. Dr. L. 
Emmett Holt, New York City, Pres.; Dr. Conrad M. Riley, Denver 
General Hospital, Denver 4, Secy. 

American Proctologic Society. Dr. H. R. Reichman, Sale Lake City, 
Pres.; Dr. Norman D. Nigro, 10 Peterboro, Detroit 1, Secy. 

American Psychiatric Association, Chicago, May 7-12, 1961. Dr. 
Robert H. Felix, Bethesda, Md., Pres.; Austin M. Davies, 1270 
Avenue of the Americas, New York 20, Exec. Assistant. 

American Public Health Association, Detroit, Nov. 13-17, 1961. 
Miss Marion W. Sheahan, 10 Columbus Circle, New York 19, 
Pres.; Dr. Berwyn F. Mattison, 1790 Broadway, New York 19, 
Executive Secy. 

American Society of Anesthesiologists, Los Angeles, Oct. 22-27, 1961. 
Dr. J. Earl Remlinger, Jr., Wilmette, Ill., Pres.; Dr. Robert L. 
Patterson, 612 Bershire Drive, Pittsburgh 15, Secy. 

American Society of Clinical Pathologists. Dr. John J. Clemmer, 
Albany, Pres.; Mr. Claude E. Wells, 445 Lake Shore Drive, Chi- 
cago 11, Executive Secy. 

American Surgical Association, White Sulphur Springs, W. Va., 
April 3-6, 1960. Dr. Warren H. Cole, Chicago, Pres.; Dr. Wil- 
liam Altemeier, Cincinnati General Hospital, Cincinnati 29, Secy. 

American Urological Association, Los Angeles, May 22-25, 1961. Dr. 
John E. Heslin, Albany, N. Y., Pres.; Mr. William P. Didusch, 
1120 N. Charles St., Baltimore 1, Executive Secy. 

Association of American Physicians and Surgeons. Dr. Louis Wegryn, 
Elizabeth, N. J., Pres.; Mr. Harry E. Northam, 185 N. Wabash 
Ave., Chicago 1, Executive Director. 

International College of Surgeons, U. S. Chapter. Dr. Henry Meyer- 
ding, Rochester, Minn., Pres.; Dr. Ross T. McIntire, 1516 Lake 
Shore Dr., Chicago, Executive Director. 

National Tuberculosis Association, Cincinnati, Ohio, May 21-26, 
1961. Mr. Herbert C. De Young, Chicago, Pres.; Judge Herman 
Dehnke, 213 Main, Harrisville, Mich., Secy. 
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South Central Association of Blood Banks, New Orleans, March 3-4, 
1961. Dr. Kenneth M. Heard, Jackson, Miss., Pres.; L. Ruth Guy, 
Ph.D., Room 1101, Stoneleigh Hotel, Dallas, Secy. 

Southern Medical Association, Dallas, Nov. 6-9, 1961. Dr. Lee F. 
Turlington, Birmingham, Ala., Pres.; Mr. Robert F. Butts, 2601 
Highland Ave., Birmingham 5, Ala., Executive Secy. 

Southern Psychiatric Association. Dr. David A. Wilson, Charlottes- 
ville, Va., Pres.; Dr. Richard Proctor, Winston-Salem, N. C., 
Secy. 

Southwest Allergy Forum, Padre Island, April 9-11, 1961. Dr. S. H. 
Jaros, Harlingen, Pres.; Dr. H. E. Hawkins, 105 W. Elizabeth, 
Brownsville, Secy. 

Southwest Regional Cancer Conference, Fort Worth, Sept. 24, 1961. 
Dr. Robb Rutledge, Fort Worth, Chm.; Mrs.: Ira Frances Ball, 
Westchester House, Fort Worth, Secy. 

Southwestern Medical Association, Las Vegas, Oct. 19-21, 1961. Dr. 
Sherwood Burr, Tuscon, Pres.; Dr. Merle Thomas, 1501 Arizona 
Building, El Paso, Secy. 

Southwestern Society of Nuclear Medicine, San Antonio. Dr. Peter 
E. Russo, Oklahoma City, Pres.; Dr. J. R. Maxfield, Jr., 2711 
Oak Lawn Avenue, Dallas, Secy. 

Southwestern Surgical Congress, St. Louis, April 10-13, 1961. Dr. 
Howard D. Cogswell, Tucson, Ariz., Pres.; Mary O’Leary, 813 
Medical Arts Bldg., Oklahoma City, Exec. Secy. 

Tri-State Medical Assembly. Dr. R. B. Langford, Shreveport, Pres.; 
Dr. J. W. Wilson, Jr., 940 Margaret Place, Shreveport, Secy. 
United States-Mexico Border Public Health Association, San Diego, 
June 25-29, 1961. Dr. Adan Mercado Cerda, Tamaulipas, Mexico, 

Pres.; Dr. Ulpiano Blanco, El Paso, Secy. 


State 


Texas Academy of General Practice, Houston, Oct. 15-18, 1961. Dr. 
Jack M. Partain, San Antonio, Pres.; Mr. Donald C. Jackson, 
1905 N. Lamar, Austin, Executive Secy. 

Texas Air-Medics Association, Galveston, April 22-25, 1961. Dr. 
C. D. Henry, San Antonio, Pres.; Dr. C. F. Miller, Box 1338, 
Waco, Secy. 

Texas Association for Mental Health, Galveston, 1961. Mr. William 
R. Ransone, Dallas, Pres.; Mrs. Lawrence Marcus, 3525 Arrow- 
head Drive, Dallas, Secy. 

Texas Association of Obstetricians and Gynecologists, Houston, Feb. 
10-11, 1961. Dr. Oran V. Prejean, Dallas, Pres.; Dr. Hugh W. 
Savage, 815 Fifth Ave., Fort Worth, Secy. 

Texas Association of Public Health Physicians, Galveston, April 
22-25, 1961. Dr. L. P. Walter, Austin, Pres.; Dr. W. V. Brad- 
shaw, Jr., 1800 University Drive, Fort Worth, Secy. 

Texas Club of Internists. Dr. W. W. Bondurant, Jr., San Antonio, 
Pres.; Dr. T. Haynes Harvill, Medical Arts Building, Dallas 1, 


Secy. 

Texas Chapter, American Academy of Pediatrics, Galveston, April 
22-25, 1961. Dr. J. T. Bennett, El Paso, Pres.; Dr. W. W. Kel- 
ton, Jr., 108 West 30th, Austin, Secy. 

Texas Chapter, American College of Chest Physicians, Galveston, 
April 22-25, 1961. Dr. Hiram M. Anderson, San Angelo, Pres.; 
Dr. Milton V. Davis, 3707 Gaston Avenue, Dallas, Secy.-Treas. 

Texas Dermatological Society, Galveston, April 22-25, 1961. Dr. 
M. W. Harrison, Houston, Pres.; Dr. D. Shelton Blair, 1609 
Medical Arts Building, Dallas, Secy.-Treas. 

Texas Diabetes Association, Galveston, April 22-25, 1961. Dr. James 
A. Greene, Houston, Pres.; Dr. John W. Chriss, 2436 Morgan 
Street, Corpus Christi, Secy.-Treas. 

Texas Division, American Cancer Society. Dr. David A. Todd, San 
Antonio, Pres.; Mr. Curt W. Reimann, 5014 Bull Creek Rd., 
Austin 3, Executive Director. 

Texas Heart Association. Dr. Robert E. Leslie, El Campo, Pres.; Mr. 
Ernest T. Guy, 404 Jesse H. Jones Library Building, Houston 25, 
Executive Director. 

Texas Hospital Association, Dallas, May 15-17, 1961. Dr. F. R. 
Higginbotham, San Antonio, Pres.; Mr. O. Ray Hurst, 1905 N. 
Lamar, Austin, Executive Director. 

Texas Industrial Medical Association, Galveston, April 22-25, 1961. 
Dr. Noble B. Daniel, Texarkana, Pres.; Dr. J. G. Burdick, Pasa- 
dena, Secy. 

Texas Neuropsychiatric Association, Galveston, April 22-25, 1961. 
Dr. Clarence S. Hoekstra, Dallas, Pres.; Dr. E. Ivan Bruce, Jr., 
Galveston, Secy.-Treas. 

Texas Ophthalmological Association, Galveston, April 22-25, 1961. 
Dr. Otto Lippmann, Austin, Pres.; Dr. James H. Scruggs, Waco, 
Secy. 

Texas Orthopedic Association, Galveston, April 22-25, 1961. Dr. 
Ike S. McReynolds, Houston, Pres.; Dr. Margaret Watkins, Dallas, 
Secy.-Treas. 

Texas Orolaryngological Association, Galveston, April 22-25, 1961. 
Dr. August J. Streit, Amarillo, Pres.; Dr. Louis E. Adin, Jr., 
Dallas, Secy. 

Texas Pediatric Society, Harlingen, Sept. 22-23, 1961. Dr. James N. 
Walker, Ft. Worth, Pres.; Dr. C. E. Gilmore, 811 Bonham, Paris, 


Secy. 
Texas Physical Medicine and Rehabilitation Society, Galveston, April 


22-25, 1961. Dr. Edward M. Krusen, Dallas, Pres.; Dr. Oscar 
Selke, Medical Professional Building, Houston, Secy. 
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Texas Proctologic Society, Houston, February, 1961. Dr. J. Wade 
Harris, Houston, Pres.; Dr. H. Gray Carter, 915 St. Joseph St., 
Dallas, Secy. 

Texas Public Health Association, Fort Worth, March 5-8, 1961. 
Mrs. Maggie Belle Davis, Corpus Christi, Pres.; Mr. Joseph N. 
Murphy, Jr., Box 4012, Austin 51, Executive Secy. 

Texas Society of Anesthesiologists, Galveston, April 22-25, 1961. 
Dr. Randle J. Brady, Houston, Pres.; Dr. Eugene L. Slataper, 
Houston, Secy. 

Texas Society of Athletic Team Physicians, Galveston, April 22-25, 
1961. Dr. W. S. Horn, Jr., Fort Worth, Pres.; Dr. Louis Levy, 
Fort Worth, Secy.-Treas. 

Texas Society of Gastroenterologists and Proctologists, Galveston, 
April 22-25, 1961. Dr. H. Gray Carter, Dallas, Pres.; Dr. A. C. 
Broders, Jr., Temple, Secy.-Treas. 

Texas Society of Pathologists, Inc., Galveston, April 22-25, 1961. 
Dr. O. J. Wollenman, Jr., Fort Worth, Pres.; Dr. Vernie A. 
Stembridge, Dallas, Secy.-Treas. 

Texas Society of Plastic Surgeons, Galveston, April 22-25, 1961. 
Dr. J. B. Patterson, Fort Worth, Pres.; Dr. Raymond O. Brauer, 
Houston, Secy.-Treas. 

Texas Society on Aging, San Antonio, Dec. 1-2, 1961. Dr. H. J. 
Friedsam, Denton, Pres.; Mrs. William B. Ruggles, 3701 Stratford, 
Dallas, Secy.-Treas. 

Texas Surgical Society, Dallas, April 2-4, 1961. Dr. Robert L. 
Sewell, Fort Worth, Pres.; Dr. G. V. Brindley, Jr., Scote and 
White Clinic, Temple, Secy. 

Texas Traumatic Surgical Society, Galveston, April 22-25, 1961. Dr. 
Edward R. Rowe, Galveston, Pres.; Dr. John C. Long, Plainview, 
Secy.-Treas. 

Texas Tuberculosis Association, Corpus Christi, March 16-18, 1961. 
Dr. J. Edward Johnson, Pres.; Miss Pansy Nichols, P. O. Box 

6158, Austin 21, Executive Director. 


District 


First District Society, Pecos, Feb. 3, 1961. Dr. Russell Hole, El 
Paso, Pres.; Dr. Gordon L. Black, 1501 Arizona St., El Paso, Secy. 

Second District Society, Snyder, 1961. Dr. M. J. Loring, Midland, 
Pres.; W. S. Parks, Jr., 2009 W. Wall, Midland, Secy. 

Third District Society, Amarillo, April 15, 1961. Dr. James L. 
Johnson, Amarillo, Pres.; Dr. H. Fred Johnson, 2308 W. Eighth, 
Amarillo, Secy. 

Fourth District Society, San Angelo, May, 1961. Dr. J. G. Boden- 
hamer, Mason, Pres.; Dr. M. D. Knight, 234 W. Beauregard, 
San Angelo, Secy. 

Fifth and Sixth Districts Society, Corpus Christi, July 8-9, 1961. 
Dr. John W. Chriss, Pres.; Dr. James Gabbard, 1001 Louisiana, 
Corpus Christi, Secy. 

Seventh District Society. Dr. Robert N. Snider, Austin, Pres.; Dr. 
Richard Lucas, 502 W. 13th, Austin, Secy. 

Eighth District Society, Corpus Christi. Dr. M. Warren Hardwick, 
Angleton, Pres.; Dr. J. L. Coleman, Box 3346, Victoria, Secy. 
Ninth District Society, Bellville, Spring, 1961. Dr. Irving M. Wat- 
~ Jr., Conroe; Dr. William E. Sharp, 721 E. Texas, Baytown, 

ecy. 

Tenth District Society. Dr. Bedford Mace, Beaumont, Pres.; Dr. 
Irving M. Richman, 3280 Fannin St., Beaumont, Secy. 

Eleventh District Society, Jacksonville. Dr. Marlin T. Braswell, Hen- 
derson, Pres.; Dr. Floyd Verheyden, 813 John St., Jacksonville, 


Secy. 

Thirteenth District Society, Fort Worth, Fall, 1960. Dr. William B. 
Allensworth, Mineral Wells, Pres.; Dr. R. D. Moreton, 1217 W. 
Cannon, Fort Worth, Secy. 

Fifteenth District Society. Dr. H. O. Padgett, Marshall, Pres.; Dr. 
James S. Leeves, Naples, Secy. 


Clinics 

Blackford Memorial Cancer Lectures, Denison. Dr. Andrew Jensen, 
Denison, Chm. 

Dallas Southern Clinical Society Conference, Dallas, March 20-22, 
1961. Dr. Frank H. Kidd, Jr., Dallas, Pres.; Millard J. Heath, 
433 Medical Arts Bldg., Dallas 1, Executive Officer. 

New Orleans Graduate Medical Assembly, New Orleans, March 6-9, 
1961. Dr. Maurice E. St. Martin, New Orleans, Pres.; Mrs. Irma 
B. Sherwood, 430 Tulane Ave., New Orleans 12, Executive Secy. 

North Texas-Southern Oklahoma Fall Clinical Conference. Dr. Frank 
J. Lee, 1300 8th, Wichita Falls, Chm. 

Oklahoma City Clinical Conference, Oct. 23-25, 1961. Dr. Vernon 
D. Cushing, Oklahoma City, Pres.; Miss Alma F. O’Donnell, 503 
Medical Arts Bldg., Oklahoma City 2, Executive Secy. 

Postgraduate Medical Assembly of South Texas, Houston, July 10-12, 
1961. Dr. C. Forrest Jorns, Houston, Pres.; Mrs. W. H. Dahme, 
412 Jesse H. Jones Library Bldg., Houston 25, Exec. Secy. 


Board Examinations 


Texas State Board of Examiners in Basic Sciences, Austin, Houston, 
Galveston and Dallas. Henry B. Harde, Ph.D., Fort Worth, Pres.; 


Mrs. Betty J. Anderson, Chief Clerk, State Office Bldg., 201 E. 
14th St., Austin. 
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New . . . from Saunders 
Artz and Hardy's 
Complications in Surgery 
and Their Management 





From preoperative preparation to postopera- 
tive convalescence, this book covers the many 
hazards a surgeon may encounter—how to 
prevent them, how to recognize them, how 
to manage them. 
General complications that may occur in any 
type of surgery are clearly discussed, includ- 
ing infections, shock, transfusions, etc. Man- 
agement of pain, anesthetic complications, 
nutritional problems and emotional crises 
are fully covered. More than half the book 
is devoted to complications that arise in par- 
ticular surgical operations. 
Comprehensive chapters cover surgery in the 
aged, pediatric surgery and gynecologic sur- 
gery. Management of miscellaneous compli- 
cations in the pre- and postoperative periods 
is detailed. They range from fluid electro- 
lyte losses in gastric dilatation to “pressure 
sores” from continued immobility. 

Edited by Curtis P. Artz, M.D., F.A.C.S., Associate Professor of Surgery; and 


James D. Harpy, M.D., F.A.C.S., Professor and Chairman of the Department of 
Surgery, University of Mississippi. With contributions by 69 other authorities. 1075 


pages, 7” x 10”, with 272 illustrations. $23.00. 


J. A. MAJORS COMPANY 
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CLINICAL REMISSION 
IN A“PROBLEM” ARTHRITIC 


in rheumatoid arthritis with diabetes mellitus. A 54-year-old diabetic 
with a four-year history of arthritis was started on Decapron, 0.75 mg./ 
day, to control severe symptoms. After a year of therapy with 0.5 to 
1.5 mg. daily doses of Decapron, she has had no side effects and dia- 
betes has not been exacerbated. She is in clinical remission.* 


New convenient b.i.d. alternate dosage schedule: the degree and extent of relief provided by 
DECADRON allows for b.i.d. maintenance dosage in many patients with so-called “chronic” condi- 
tions. Acute manifestations should first be brought under control with a t.i.d. or q.i.d. schedule, 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100. Also available 
as Injection DECADRON Phosphate. Additional information on DECADRON is available to physicians 
on request. DECADRON is a trademark of Merck & Co., Inc. 


*From a clinical investigator's report to Merck Sharp & Dohme, 


Dexamethasone 


TREATS MORE PATIENTS MORE EFFECTIVELY 
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Gratifying relief from 


for your patients with 
‘low back syndrome’ and 
other musculoskeletal disorders 


POTENT muscle relaxation 
EFFECTIVE pain relief 
SAFE for prolonged use 





stiffness and pain 


gr atifyin £ S relief from stiffness and pain 


in 106-patient controlled study 
(as reported in ].A.M.A., April 30, 1960) 


é¢ 





“Particularly gratifying was the drug’s [Soma’s] 
ability to relax muscular spasm, relieve pain, and 
restore normal movement... Its prompt action, 
ability to provide objective and subjective assist- 
ance, and freedom from undesirable effects rec- 
ommend it for use as a muscle relaxant and anal- 
gesic drug of great benefit in the conservative 
management of the ‘low back syndrome’.” 
Kestler, O.: Conservative Management of “Low Back Syndrome”, 
].A.M.A. 172: 2039 (April 30) 1960. 


FASTER IMPROVEMENT—79% complete or marked 
improvement in 7 days (Kestler) 


EASY TO USE—Usual adult dose is one 350 mg. tablet 
three times daily and at bedtime. 


SUPPLIED: 350 mg., white tablets, bottles of 50. 
For pediatric use, 250 mg., orange capsules, bottles of 50. 


Literature and samples on request. 


SOMA 


(CARISOPRODOL, WALLACE) 


WJ WALLACE LABORATORIES, CRANBURY, NEW JERSEY 
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NEO-VADRIN FOR NASOSINUSITIS 


Neo-Vadrin is the deep nasal decongestant that restores drainage and ventilation of all eight sinuses 
by opening up the obstructed ostia. 


The therapeutic effect is both prompt and prolonged. Hence, Neo-Vadrin is ideal for treatment of 
deep nasal and sinus congestion due to head colds, hay fever, vasomotor rhinitis, nasal allergy, and sinusitis. 
In addition Neo-Vadrin is antiseptic and locally anesthetic. May be used by patients of all ages. 


di—Norephedrine HC1 0.4% Phenylephrine HC1 0.15% 
Chlorobutanol 0.15% Benzalkonium Chloride 0.005% 


The more prolonged action of di—norephedrine’ combined with promptly effective phenylephrine’ pro- 
vides a long span of hours for more satisfactory therapeutic response. 

Supplied in 1 fld. oz. dropper bottles with special nasal applicator and % oz. plastic spray bottles. 
Samples are available to physicians upon request. Please make your 1. Sollmann’s Manual of Pharmacology, 8th ed., 1957, p. 507. 


request on your prescription sheet or letterhead. 2. Modern Drug Encyclopedia, 7th ed., 1958, p. 757. 


FIRST TEXAS Pharmaceuticals, Inc. 


DALLAS Since 1901 ATLANTA 


TEXAS State Journal of Medicine, DECEMBER, 1960 





NEW PROTEIN 
TISSUEBUILDING 
AGENT 


) (N+} 
Parke-D avis 


FOR: SIGNIFICANT. ANABOLIC. GAINS IN: .ASTHENIA UNDER- 
WEIGHT, ANORENIA, LACK OF VIGOR); CONVALESCENCE FROM 
SURGERY OR SEVERE INFECTIONS; WASTING DISEASES: BURNS: 
FRACTURES; OSTEOPOROSIS; AND IN: OTHER CATABOLIC STATES 


BM PROMOTES AND MAINTAINS POSITIVE NITROGEN BALANCE @ HELPS 
RESTORE APPETITE. STRENGTH. AND VIGOR # BUILDS FIRM. LEAN 
MUSCULAR TISSUE @ FAVORABLY INFLUENCES CALCIUM AND 
PHOSPHORUS METABOLISM # PROMOTES A SENSE OF WELL-BEING 


ADROYD PROVIDES HIGH ANABOLIC ACTIVITY [he tissue-building potential 
ADROYD exceeds its androgenic action to the extent that masculinizing effects have not 


a problem in clinical us¢ ther advantages of ADROYD are: Neither estrogenic nor pr 


ausea, 


PARKE-DAVIS 


tional. No significant fluid retention. Apparent freedom fron 1usea, vomiting, 


gastrointestinal disturbances. Effect 





“patient 
unhappily 
overweight? 


minimize care and eliminate despair with 


‘METHEDRINE 


| 
| 
| 
{ 
! 
i 
brand Methamphetamine Hydrochloride 
Controls food craving, keeps the reducer happy —!n obesity, ‘‘our drug of choice has 
been methedrine . .. because it produces the same central effect with about one- i 
half the dose required with plain amphetamine, because the effect is more pro- | 
longed, and because undesirable peripheral effects are significantly minimized 
or entirely absent.'’' Literature available on request. 
Supplied: Tablets 5 mg., scored. Bottles of 100 and 1000. i 
' Douglas, H. S.: West. J. Surg. 59:238 (May) 1951. i 


& BURROUGHS WELLCOME & CO. (U.S.A). INC... Tuckahoe, New York cd 
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when bacterial diarrheas 
leave little patients limp 
Furoxone Liquid 


brand of furazolidone 





¢ Rapid, decisive bactericidal action against an exceptionally broad range of enteric 
pathogens, including some now resistant to other antimicrobials * Safe for all age 
groups—virtually nontoxic, side effects negligible, no interference with the normal 
balance of intestinal flora * Liquid suspension, containing kaolin and pectin, may 
be mixed with infant formula; passes through a standard nursing nipple /-5\® 
© Dosage instructions for both children and adults may be found in your PDR. (x 

EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, NEW YORK iow 
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e increases bile 

DECHOTYL stimulates .. ‘ Pi ; 
the flow of bile— ; . J —_;, seahesenanie improves motility 
anatural bowel 4 Je mere - DECHOTYL gently stimulates 
regulator (4 if . iii intestinal peristalsis 


ee 


© softens feces 
==" DECHOTYL expedites fluid 
penetration into bowel contents 


e emulsifies fats ' 

. DECHOTYL facilitates x 
lipolysis — prevents e 
inhibition of bowel motility 

“ by unsplit fats 


helps free your patient from both... 
constipation and laxatives 


DEGHOTYL 


TRABLETS” 


well tolerated...gentle transition to normal bowel function 


Recommended to help convert the patient —naturally and gradually—to healthy 
bowel habits. Regimens of one week or more are suggested to assure mainte- 


nance of normal rhythm and to avoid the repetition of either laxative abuse or 
constipation. 


Average adult dose: Two TRABLETS at bedtime as needed or as directed by a physician. 
Action usually is gradual, and some patients may need 1 or 2 TRABLETS 3 or 4 times daily. AMES 


° ° : op: . es COMPANY, INC 
Contraindications: Biliary tract obstruction; acute hepatitis. Elkhart « Indiana 


Toronto * Canada 
DECHOTYL TRABLETS provide 200 mg. DECHOLIN,® (dehydrocholic acid, AMES), 50 mg. 


desoxycholic acid, and 50 mg. dioctyl sodium sulfosuccinate, in each trapezoid-shaped, 
yellow TRABLET. Bottles of 100. 


*AMES T.M. for trapezoid-shaped tablet. ‘ 
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; TABLETS AND SYRUP 
“4 


; upper respiratory congestion 
relieves both / bronchial congestion 


eetftfectiwve because d-isoephedrine combines both nasal 


and bronchial decongestant actions'—together with the histamine blocking 
action of chiorpheniramine. 


fast... clears air passages in 10-20 minutes. Relieves stuffiness, 
swelling, discharge. Prevents excessive post-nasal drip and resulting night 


cough. 


esate... Laboratory studies reveal little effect on CNS or pressor 
stimulation.2 Minimal daytime drowsiness or interference with sleep. 


1. Aviado, D. M. et al: J. Pharmacol. & Exper. Therap. 122: 406-417 (Mar.) 1958. 2. Laboratory Report: Research Div., 
Chas. C. Haskell & Co., 1959. 

TABLETS AND SYRUP for adults and children . . . 

COMPOSITION: Per tablet Per 5 ml. syrup 


Chlorpheniramine maleate , 2 mg. A R N A R % ST0 N E 


d-lsoephedrine HCI ‘ 12.5 mg. Laboratories, Inc 
DOSE: Tablets: Adults: 1 tablet 3 or 4 times daily. Syrup: Children: 

3-6 yrs. % tsp. t.id.; 6-12 yrs. 1 tsp. tid. Adults: 2 tsp. tid. Mt. Prospect, Illinois 
AVAILABLE: Tablets: Bottles of 100. Syrup: Pint bottles. 








Reliable 


PROFESSIONAL LIABILITY 
INDIVIDUAL INSURANCE 


with proficient defense 


Professional Protection Exclusively since 1899 


AUSTIN OFFICE: Robert F. Reiman, Rep. 
3201 Clearview Tel. GReenwood 2-9603 
DALLAS OFFICE: Gayle Nelson and Arthur F. Ennis, Jr., Reps. 
433 Medical Arts Building Tel. Riverside 2-4980 
HOUSTON OFFICE: Robert F. Reiman and Richard B. Ross, Reps. 
712 Hermann Professional Building Tel. JAckson 3-1127 


TRAVIS CLINIC AND THE 


NAN TRAVIS MEMORIAL HOSPITAL 
JACKSONVILLE, TEXAS 


STAFF 
General Practice: Pathology : 


Radiology and Radioactive Isotopes : 
J. M. Travis, Sr., M.D. 


. Harbert Davenport, Jr., M.D. G. W. Bilbro, M.D. 
Coat Dear: L. W. Ralston, M.D. 
- z — ay Internal Medicine: A. L. McElmurry 
° ° J. T. Boyd, M.D. ‘: 
H. E. Fair, Jr., M.D. nn MED. Administrator of Nan Travis 


Thoracie Surgery: F. H. Verheyden, M.D. P 1 Hospital 
H. E. Fair, Jr., M.D. W. E. Roark, M.D. ot 


rthopedi: Casey 

: : d Business Manager of Travis Clinic 
ie Surgery: ; 

E. L. Mahon, Jr., M.D. Obstetrics and Gynecology 


: J. C. Rucker, M.D. 
H. F. Rives, M.D. J. D. Crawford, M.D. 


The “ORIGINAL” 
WILLIAMS lumbo-sacral flexion back brace— 
designed by Dr. Paul C. Williams 


“To reduce the lumbo-sacral lordosis and thus lift the weight from 

the posterior vetebral structures. Permits free ant. flexion of the 

lumbar spine but prevents extension and lateral flexions.” 

Measurements 

1. Chest (about 4” below nipple line) 

2. Waist (at navel line) 

8. Pelvic (44 distance between greatet trocanter and crest of ilium) 

4. Back on cervical spinous process to the prominence of 
coccyx. 


Orders filled at the request of members of the profession only. 
ILLER BRACE COMPANY 
(Established in Dallas since 1932) 


3902 Gaston Avenue P. O. Box 7902 Dallas, Texas 
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A special 
formulation 
iO antilOste 
troublesome 
NO) 


coo: (NONNEGELDG 


Donnage!- with paregoric equivalent 


DONNAGEL* with NEOMYCIN 


DONNAGEL 


OS 


..and 
still 
champion 


DESITIN 


OINTMENT 
in preventing and healing Giaper rash 


e blocks: irritation due to urine and excrement 


* fights ammonia and rash-producing bacteria 


e counters and clears up chafing, rawness, excoriation 


DESITIN OINTMENT the pioneer soothing, protective healing external cod liver oil therapy. 


Comyobes 2 Please write.. DESITIN CHEMICAL COMPANY 812 Branch Ave., Providence 4, R. I. 
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SERVING HOSPITALS AND PHYSICIANS SINCE 1924 
smooth 
sailing when 


you 
call 
Terrell! 


aS —_———_— eee eee 


Service not only with a song . . . but fast, too! That’s our chief aim. When- 


ever you need something in a hurry, call us .. . we'll keep your supply 


needs sailing along smoothly! 


TERRELL SUPPLY 


In Fort Worth COMPANY 
Fifth Ave. and W. Magnolia In Austin 


P. O. Box 310 3207 Red River 
Phone WAlInut 6-4649 Phone GR 7-1215 
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% 


pigitalis 


in its completeness 


Digitalis 


(Davies, Rose) 
0.1 Gram 
(apprex. 14% grains) 


| CAUTION: Pe | 


equivalent to 
one USP Digitalis Unit 


Be 


therefore always 
dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
, Boston, 18, Mass, 


_ Physiologically Standardized 


COOK COUNTY 
GRADUATE SCHOOL OF MEDICINE 


INTENSIVE POSTGRADUATE COURSES 


STARTING DATES—WINTER-SPRING, 1961 


Surgical Technic, Two Weeks, January 30 

Surgery of Colon & Rectum, One Week, March 6 
Gallbladder Surgery, Three Days, April 17 

Surgery of Hernia, Three Days, April 20 

General Pediatrics, Two Weeks, April 3 
Electrocardiography & Heart Disease, One Week, Spring 
Diagnostic Radiology, Two Weeks, April 3 

Board of Surgery Review, Part II, Two Weeks, May 15 
Gynecology, Office & Operative, Two Weeks, February 20 


Vaginal Approach to Pelvic Surgery, One Week, Janu- 
ary 30 


Obstetrics, General & Surgical, Two Weeks, April 3 
Fractures & Traumatic Surgery, Two Weeks, March 20 
Practical Cystoscopy, Ten Days, by appointment 
Surgery of the Hand, One Week, April 24 
Advancements in Medicine, One Week, Spring 

Urology, Two Weeks, April 24 


Teaching Faculty—Attending Staff of 
Cook County Hospital 


Address: REGISTRAR, 707 South Wood Street, 
Chicago 12, Illinois. 


SOFT SOCKET 


a new solution 
for sensitive stumps 


The Soft Socket for below-knee 
amputations provides a new 
solution for sensitive stumps 
where weight-bearing has been 
or may be uncomfortable. In 
constructing the Soft Socket 
Limb, a special socket is made 
which incorporates a layer of 
a new nitrogen-filled cellular 
rubber. This produces a slight 
but tangible degree of softness 
and resiliency in the socket, 
with the result that the sudden 
pressure on the stump caused 
by the first impact of weight- 
bearing is greatly reduced. 

Hanger Research—by testing 
new ideas, methods and mate- 
rials—is constantly seeking the 
better way to make even 
better prostheses that will bring 
greater happiness to amputees. 


® 
anno” 


* 
* 


2016 N. St. Paul St., Dallas 1, Texas 
5008 Fannin St., Houston, Texas 
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ANNOUNCING— 

SPECIFICALLY FOR 

INFECTIONS DUE TO 
“RESISTANT” STAPHYLOCOCCI 


AN ENTIRELY NEW SYNTHETIC 
“STAPH-CIDAL” PENICILLIN 


Stapheillin 


sodiu oxyphenyl penicillin 
FOR Tuneaaont 


UNIQUE—BECAUSE IT 

RETAINS ANTIBACTERIAL 
ACTIVITY IN THE PRESENCE OF 
STAPHYLOCOCCAL PENICILLINASE 
WHICH INACTIVATES 

OTHER PENICILLINS 
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OrFiciAL PacKaGEe CircuLarR (continued) 


MICROBIOLOGICAL AND PHARMACOLOGICAL 
PROPERTIES 


In vitro studies show that STAPHCILLIN is a bactericidal penicillin 
with activity against staphylococci resistant to penicillin G. Strains of 
staphylococci so far tested have been sensitive to STAPHCILLIN in vitro 
at concentrations of 1-6 mcg. per ml. These levels are readily attained 
in the blood and tissues by administration of STAPHCILLIN at the 
recommended dosage. This unique attribute is probably due to the 
fact that STAPHCILLIN is stable in the presence of staphylococcal peni- 
cillinase. STAPHCILLIN also resists degradation by B. cereus penicil- 
linase. The antomicrobial spectrum of STAPHCILLIN with regard to 
other microorganisms is qualitatively similar to that of penicillin G; 
but considerably higher concentrations of STAPHCILLIN are required 
for bactericidal activity than is the case with penicillin G. 


STAPHCILLIN is rapidly absorbed after intramuscular injection. Peak 
blood levels (6-10 mcg./ml. on the average after a 1.0 Gm. dose) are 
attained within | hour; and then progressively decline to less than 
1 mcg. over a 4 to 6 hour period. It is poorly absorbed from the gastro- 
intestinal tract. STAPHCILLIN is rapidly excreted by the kidney. 


As shown by animal studies, STAPHCILLIN is readily distributed in body 
tissues after intramuscular injection. Of the tissues studied, highest 
concentrations are reached in the kidney, liver, heart and lung in that 
order; the spleen and muscles show lower concentrations of the anti- 
biotic. STAPHCILLIN diffuses into human pleural and prostatic fluids, 
but its diffusion into the spinal fluid has not yet been completely 
studied. However, one patient with meningitis showed a significant 
concentration in his spinal fluid while on STAPHCILLIN therapy. 


Toxicity studies with STAPHCILLIN and penicillin G in animals show 
that they have approximately the same low order of toxicity. 


Certain staphylococci can be made resistant to STAPHCILLIN in the 
laboratory, but this resistance is not related to their penicillinase pro- 
duction. During the clinical trials, no STAPHCILLIN-resistant strains of 
staphylococci were observed or developed; the possibility of the emer- 
gence of such strains in the clinical setting awaits further observation. 


PRECAUTIONS 


During the clinical trials, several mild skin reactions, e.g., itching, 
papular eruption and erythema were observed both during and after 
discontinuance of STAPHCILLIN therapy. Patients with histories of hay 
fever, asthma, urticaria and previous sensitivity to penicillin are more 
likely to react adversely to the penicillins. It is important that the 
possibility of penicillin anaphylaxis be kept in mind. Epinephrine and 
the usual adjuvants (antihistamines, corticosteroids) should be avail- 
able for emergency treatment, Because of the resistance of STAPHCILLIN 
to destruction by penicillinase, parenteral B. cereus penicillinase may 
not be effective for the treatment of allergic reactions. Information 
with regard to cross-allergenicity between penicillin G, penicillin V, 
phenethicillin (Syncillin) and STAPHCILLIN is not available at present. 
If superinfection due to Gram-negative organisms or fungi occurs 
during STAPHCILLIN therapy, appropriate measures should be taken. 


SUPPLY 
List 79502 — 1.0 Gm. dry filled vial. 


BRISTOL LABORATORIES - SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 


A 
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In the presence of staphylococcal 
penicillinase, STAPHCILLIN remained active 
and retained its antibacterial action. 

By contrast, penicillin G was rapidly 
destroyed in the same period of time. 
(After Gourevitch et al., to be published ) 


% RESIDUAL PENICILLIN 
INITIALLY 
AFTER 40 MINUTES 
AFTER 80 MINUTES 


STAPHCILLIN 
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Specifically for “resistant” staph... 


Stapheillin 


sodium dimethoxypheny] penicillin 
FOR INJECTION 


The failure of staphylococcal infections to respond to penicillin therapy is attributed to 


the penicillin-destroying enzyme, penicillinase, produced by the invading staphylococcus. 
Unlike other penicillins: 


1 SrapnciLuin is effective because it retains its antibacterial activity despite the pres- 
ence of staphylococcal penicillinase. 


2 The clinical effectiveness of STAPHCILLIN has been confirmed by dramatic results in 


a wide variety of infections due to “resistant” staphylococci, many of which were serious 
and life-threatening. 


Like other penicillins: 


STAPHCILLIN has no significant systemic toxicity. It is well tolerated locally, and 
pain or irritation at the injection site is comparable to that following the injection of 


penicillin G. Jn occasional cases, typical penicillin reactions may be experienced. 


PROFESSIONAL INFORMATION SERVICE — The attached Official Package Circular provides com- 


plete information on the indications, dosage, and precautions for the use of STAPHCILLIN. If you desire 


additional information concerning clinical experiences with STAPHCILLIN, the Medical Department of 
Bristol Laboratories is at your service. You may direct your inquiries via collect telephone call to New York, 
PLaza 7-7061, or by mail to Medical Department, Bristol Laboratories, 630 Fifth Ave., N.Y. 20, N. Y. 





BRISTOL LABORATORIES - SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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SYNCILLIN 


ACUTE BRONCHITIS * 
250 mg. t.i.d. — 6 days 
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H.F. 45-year-old white female. First seen on 
Aug. 24, 1959 with acute bronchitis of 3 days' 


duration. Culture of the sputum revealed alpha 


hemolytic streptococci. A 250 mg. SYNCILLIN 


tablet was administered 3 times daily. Another 


me tone’ _—s sputum culture taken on Aug. 27 showed no growth. 


On Aug. 30, the patient appeared much improved 


Illustrative 
Ore DS Lem RP ELE B LED ns : : : 
if the files of 
imeperes «=6« «Recovery uneventful. 
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and SYNCILLIN was discontinued. ty 





THE ORIGINAL phenethicillin 


(phenoxyethyl penicillin potassium) 


FIRST SYNTHESIZED AND MADE AVAILABLE BY BRISTOL LABORATORIES 

A dosage form to meet the individual requirements of patients of all ages in home, office, clinic, and hospital 
.. syncillin Tablets —125 mg. (200,000 units) 

(200,000 units) per 5 ml. 
(200,000 units ) 


Syncillin Tablets — 250 mg. (400,000 units). 
Syncillin for Oral Solution —60 ml. bottles — when reconstituted, 125 mg. 
Syncillin Pediatric Drops — 1.5 Gm. bottles. Calibrated dropper delivers 125 mg. 
least 10 days to prevent the development of rheumatic fever 


Streptococcal infections should be treated for at 

and as prophylaxis against bacterial endocarditis in susceptible patients. 

Comple te information on indications, “ ~ g ¥ i . 
eaLy BRISTOL LABORATORIES, Div. of Bristol-Myers Go., SYRACUSE, N.Y 
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WHEN 

THE PATIENT 
WITHOUT 
ORGANIC DISEASE 


eel = chronic constipation, 
ELC 
intestinal atony, 
Test ece dn) 


CONSIDER biliary dysfunction and NEOQCHOLAN 


NEOCHOLAN® 


Your patient will often respond promptly to Neocholan therapy. It greatly increases the flow of 
thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 
nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. 
Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages 
normal peristalsis by restoring intestinal tone. 

Each tablet provi = rocholic Acid Compound, 

P-M Co. - gage ne a, ee “iy eae PITMAN-MOORE COMPANY 

i M DIVISION OF ALLIED LABORATORIES, INC. 


Homatropine methylbromide 1.2 mg.; Phenobarbital 
8.0 mg. Supplied in bottles of 100 tablets. INDIANAPOLIS, INDIANA 
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in rheumatic disorders 


whenever aspirin 
proves inadequate 
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fight colds on the go! 


rhinal 


NOSE DROPS 


quick relief from 
nasal congestion in colds, 
shimatite, allergic rhinitis 


@ safe for children & adults 

@ no burning or irritation 

@ no bad taste or after-reaction 
@ no risk of sensitization 


Samples on request THE RHINOPTO COMPANY 
3905 Cedar Springs « Dallas, Texas 
Contains: Phenylephrine Hydrochloride 0.15%, “‘Propadrine” Hydrochloride 0.3% in an isotonic saline menstruum 





San Angelo Medical & Surgical Clinic 


111 East Harris Avenue 
Dial 2-6811 

SAN ANGELO, TEXAS 
STAFF 


asa eit Sipciaoc cg ee te 
..Pediatrics 
____General and Thoracic Surgery 
5 ees hiplepaagaden General Surgery 
“mM. Obstetrics and Gynecology 
= H. McCaw, M. >. _..Obstetrics and Gynecology 
. Mcintire, M. D., . P.______Internal Medicine and Cardiology 
Matta hiapcintivceatnjces _.Internal Medicine 

es Porter, M. DF. be --Urology 
meral Practice 
Internal Medicine and Gastro-enterology 
. ‘s.. aiheindaed _— Ear, Nose and Throat 
rate Administrator 


MEDICAL ARTS CLINIC 


Box 841 
Corsicana, Texas 


PEDIATRICS & PEDIATRIC CARDIOLOGY BUSINESS MANAGER 
JOHN W. GRIFFIN, M. D., F. A. A. P.* OWEN G. ELLIOTT 
ANDREW L. MEGARITY, JR., M. D. SURGERY 
LOUIS E. GIBSON, M. D., F. A. C. S.* 


INTERNAL MEDICINE OPHTHALMOLOGY 


ROBERT D. BONE, M. D.* ROBERT D. MERTZ, M. D.* 

F. C. PANNILL, M. D., F. A. C. P.* DENTISTRY 

WILLARD R. KARN, M. D. ROBERT A. LANG, D. D. S. 
*Diplomate of the American Board 
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“Well, ’'ll send the culture 
to the lab, and we should 
hear from Bacteriology ina 
day or two. Now, how 

shall we treat her cystitis 
while we’re waiting?” 


“The chief usually orders azoTREX. The azo dye 

is an excellent urinary analgesic and the 

sulfamethizole and tetracycliné are likely to take care 

of most of the bugs you find in the urinary tract. 

If necessary, you can switch to something else after you get 
the lab findings. But it probably won’t be necessary.” 





AZOotrex 
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limit the 
blood pressure 
SSiiare 


Rautrax-N lowers high blood pressure gently, 
gradually ... protects against sharp fluctuations 
in the normal pressure swing. Rautrax-N com- 
bines Raudixin, the cornerstone of antihyperten- 
sive therapy, with Naturetin, the new, safer 
diuretic-antihypertensive agent. The comple- 
mentary action of the components permits a 
lower dose of each thus reducing the incidence 
of side effects. The result: Maximum effective- 
ness, minimal dosage, enhanced safety. Rautrax-N 
also contains potassium chloride — for added 
protection against possible potassium depletion 
during maintenance therapy. 


Supply: Rautrax-N — capsule-shaped tablets — 
50 mg. Raudixin, 4 mg. Naturetin, and 400 mg. 
potassium chloride. Rautrax-N Modified —cap- 
sule-shaped tablets—50 mg. Raudixin, 2 mg. 
Naturetin, and 400 mg. potassium chloride. For 
complete information write Squibb, 745 Fifth 
Avenue, New York 22, N. Y. 


=Rautrax-N'@ 


Squibb Standardized Whole Root Rauwolfia Serpentina (Raudixin) ‘9 = 
and Benzydroflumethiazide (*Naturetin) with Potassium Chloride SQUIBB 
' 


navocn,® nautaax,® ano watunctin® ane squiee TRADEMARKS. 
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Use of SARDO in 118 dermatological patients to relieve 


dry, itchy, scaly, fissured skin achieved these excellent 
results: 


CASES AFTER SARDO* 
Excellent Good Poor 
49 Senile skin 32 13 4 
26 Dry Skin in younger 
patients (diabetes, etc.) 

20 Atopic dermatitis 8 10 

13 Actinic changes 9 4 

10 Ichthyosis > 4 


Skin Conditions Benefited No Benefit 
20 Nummular dermatitis 19 1 
10 Neurodermatitis 10 - 


Cl 


SARDO acts! to (A) lubricate and soften skin, (B) replenish natural 1. Weissberg, G.: 


emollient oil, (C) prevent excessive evaporation of essential moisture. — 7 


2. Spoor, H. J.: 


SARDO releases millions of microfine water-miscible globules to pro- 


vide a soothing suspension which enhances the efficacy of your other N. Y. St. J. Med., 
therapy. Oct. 15, 1958. 


*patent pending 


SARDO is pleasant, convenient, easy to use; non-sticky, non-sensitiz- T.M. ©1960 


ing. Bottles of 4, 8 and 16 oz. 
for SAMPLES and complete reprint of Weissberg paper, please write... 


Sardeau, Inc. 75 fast 55th Street, New York 22, N. Y. 
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Therapeutic 
confidence 


Panalba is effective against 
more than 30 commonly 
encountered pathogens 
including ubiquitous 
staphylococci. Right from 
the start, prescribing it gives 


ye | you a high degree of 
a | assurance of obtaining the 


, e2* desired anti-infective action 
In osteomyelitis in this as in a wide variety 


7 of bacterial diseases. 


tertile ele 


/ 
; 







Supplied: Capsules, each 
containing Panmycin* 
Phosphate (tetracycline 
phosphate complex), 
equivalent to 250 mg. 
tetracycline hydrochloride, 
and 125 mg. Albamycin,* 
as novobiocin sodium, in 
bottles of 16 and 100. 


"Trademark, Reg. U. S. Pat. Off. 


The Upjohn Company 
Kalamazoo, Michigan 


Upjohn 


Panalba 


4% your broad-spectrum 
ONO antibiotic of first resort 


hie 


Ce aaa 
A 
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HELP FOR THE 


OBESE PATIENT 


WHO CAN'T HELP HIMSELF 


ae 


V9 


@ Appetite Depressant 
@ Guards against dietary deficiency 
@ Small, odorless, inexpensive 


Each Tablet Contains: 
d-methamphetamine HCL yi a 
Pentobarbital Sodium 20 mg. 2 " i 
Plus Vitamin and Mineral Formula §S& 10 rR 


Dosage: 1 tablet mid-morning 1 tablet mid-afternoon HARMACAL CO. 
San Antonio 6, Texas 


Samples upon Request Quality through Control 





You are invited to attend the Texas Medical Association 


1961 Conference for County Medical Society Officials 


and symposium on medical care programs for the aged, indigent and needy 


Saturday, January 28, 1961 


* Outstanding guest speakers 


* Informative symposium %* Special films 
* Orientation program * Hospitality hour 
* Committee, Council & Board meetings 


Texas Medical 


Association 
1801 N. Lamar Blyd. ® Austin 
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when she’s not like herself anymore 


Metalex’ basic in the 


: 
> ‘te 
 ¥ = a? * 


care of the aging 


when body tone, mental 
and sensory faculties 
begin to fade—she’s 
irritable, confused, 
forgetful, apathetic 


when voices begin to fade— 
in loss of auditory 
acuity, in tinnitus 


when vision begins to dim— 
in loss of 

visual acuity, in 

loss of peripheral 

vision 


R Metalex’ cerebral stimulant / vasodilator 


The stimulant — pentylenetetrazol—facil- 
itates cerebral and reflex nerve activity. 
The vasodilator —nicotinic acid—aug- 
ments blood and oxygen supply to vital 
‘areas— 

Thus, METALEX increases body tone and 
aids mental and sensory faculties. 
Composition: Each teaspoonful (5 ml.) of 
the Elixir and each Tablet contains: Pentyl- 
enetetrazol 100 mg., Nicotinic Acid 50 mg. 


Dosage: One or two teaspoonfuls of the 
Elixir or one or two Tablets four times a 
day —one-half hour before meals and before 
bedtime. 


Available: Elixir: Pint and Gallon bottles. 
Tablets: Bottles of 100 and 1000. 


References: 1. Goodman, L. S. and Gilman, A.: The 
Pharmacological Basis of Therapeutics, 2nd Ed., New 
York, Macmillan Company, 1955. 2. O’Reilly, PB O., 
Demay, M. and Kotlowski, K.: Cholesteremia and 
Nicotinic Acid. A.M.A. Arch, Int. Med. 100:797-801 
(Nov.) 1957. 


STORCK Pharmaceuticals, Inc., 


2326 Hampton Bivd., St. Louis 10, Mo. 
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hearing 
improved... 
tinnitus 
and vertigo 
relieved in 


circulatory disturbances 
of the inner ear’ 


et ® 
® 
: brand of nylidrin 
hydrochloride N.N.D. 


effective in twice as many patients 


In patients with disturbances of the inner ear— impaired 
hearing, tinnitus or vertigo — Arlidin produced remission 

of their chief complaint in over 50% of cases. Rubin and 
Anderson state ‘‘we were very much encouraged, inasmuch as 
no other vasodilator that we have used has ever achieved 
more than a 25 per cent response.” 


“significant hearing improvement’ 
was obtained in-32 of the 75 patients studied. 


rationale: The clinicians note that impairment in hearing, 
disturbance in balance, and tinnitus involving the inner ear “may 
be explained on the basis of labyrinthine artery insufficiency” 

due to spasm or obstruction of the vessels. Arlidin was found to be 
“superior to all other vasodilating measures”’ in increasing 

blood flow through these vessels and in allaying spasm. 

Arlidin is available in 6 mg. scored tablets, and 5 mg. per cc. 

parenteral solution. See PDR for dosage and packaging. 

Protected by U. S. Patent Numbers: 2,661,372 and 2,661,373 


1. Rubin, W., and Anderson, J. R.: Angiology 9:256, 1958. 


u.S. vitamin & pharmaceutical corporation 


Arlington-Funk Labs., division. « 250 East 43rd Street, New York 17, N. Y. 





... Superior to-all other 
vasodilating measures in its 
effect on the labyrinthine arteries.” 








... efficacious where other 
vasodilators failed 
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MODEL 100M MOBILE VISO-CARDIETTE 


HIS IS THE NEWEST Sanborn electro- 

cardiograph — complete with all acces- 
sories in a fully mobile, easy-to-roll cabinet 
version. A single Model 100M ‘Mobile 
Viso” can easily serve several locations 
within a clinic or hospital, and perfectly 
answers the need for instrument storage 
away from the point of use. The highly de- 
veloped design of this modern instrument 
also provides fully diagnostic cardiograms 
at either of two chart speeds (25 and 50 mm/ 
sec), sensitivity settings of 14, 1 or 2 times 
normal, fully automatic stylus stabilization 
during lead switching, pushbutton ground- 
ing, jacks for recording and monitoring non- 


MEDICAL Wj 
S AN BOR NI 


roll this 

Wit 
electrocardiograph 
wherever 

eM att 


$895 delivered, 
Continental U.S.A, 


ECG inputs in conjunction with other equip- 
ment. The cabinet is available in either 
handsome mahogany or exceptionally dura- 
ble, stain-resistant plastic laminate. 

The same basic instrument — with identi- 
eal circuitry — is also manufactured as a 
desk-top instrument, designated Model 100 
Viso-Cardiette. A third choice in Sanborn 
ECGQ’S is also offered, for the physician 
whose practice demands maximum porta- 
bility: the 18-pound ‘“‘briefcase”’ size Model 
300 Visette. All are proven Sanborn electro- 
cardiographs, reflecting more than four 
decades of experience in the manufacture 
of medical instrumentation. 


yt DIVISION ’ 
CcConvwiPARIY 


175 WYMAN ST., WALTHAM 54, MASS. 


Cranford X-Ray Company Sales ¢ Service Agency 
721 Anita St., Houston, Jackson 8-6333 
4607 Cole Ave., Datias, Lakeside 6-1234 
Suite 3 Manion Bldg., 301 Broadway, San Anronio, Capitol 7-4891 
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ALL OVER AMERICA! 


KENT with the MICRONITE FILTER 
IS SMOKED BY 
MORE SCIENTISTS and EDUCATORS 


than any other cigarette !* 


HIS does not constitute a The rich pleasure of smoking 

professional endorsement Kent comes from the flavor 
of Kent. But these men, like of the world’s finest natural 
millions of other Kentsmokers, tobaccos, and the free and 
smoke for pleasure, and choose easy draw of Kent’s famous 
their cigarette accordingly. Micronite Filter. 


If you would like the booklet, ‘‘The Story of Kent”, for your 
own use, write to: P. Lorillard Company— Research De- 
partment, 200 East 42nd Street, New York 17, New York. 


For good smoking taste, 
it makes good sense to smoke KE 


3% Results of a continuing study of cigarette preferences, conducted by O’Brien-Sherwood Associates, N.Y., N.Y. 


A PRODUCT OF P. LORILLARD COMPANY - FIRST WITH THE FINEST CIGARETTES - THROUGH LORILLARD RESEARCH © 1960, P. LORLARD C&L 


TEXAS State Journal of Medicine, DECEMBER, 1960 





You see an improvement within a few days 
Thanks to your prompt treatment and the 
smooth action of Deprol, her depression 
is relieved and her anxiety and tension 
calmed — often in a few days. She eats 
well, sleeps well and soon returns to her 
normal activities. 





as it calms anxiety! 


©smooth, balanced action lifts 


c.epression as it calms anxiety... 
rapidly and safely 


Balances the mood—no “seesaw” Acts swiftly — the patient often feels 
eifect of amphetamine-barbiturates better, sleeps better, within a few 
aud energizers. While amphetamines days. Unlike the delayed action of most 
and energizers may stimulate the patient other antidepressant drugs, which may 
—they often aggravate anxiety and take two to six weeks to bring results, 
tension. Deprol relieves the patient quickly — often 


: ’ within a few days. Thus, the expense to 
And although amphetamine-barbiturate _the patient of long-term drug therapy can 
combinations may counteract excessive 


, . be avoided. 

stimulation—they often deepen depression. 

Acts safely — no danger of liver 
In contrast to such “seesaw” effects, damage. Deprol does not produce liver 
Deprol’s smooth, balanced action lifts damage, hypotension, psychotic reactions 
depression as it calms anxiety—both at the or changes in sexual function—frequently 


same time. reported with other antidepressant drugs. 


Bibliography (13 clinical studies, 858 patients):1. Alexander, L. (35 patients): Chemotherapy 
of depression — Use of meprobamate combined with benactyzine (2-diethylaminoethyl benzilate) hydrochlo- 
ride. J.A.M.A. 166:1019, March 1, 1958. 2. Bateman, J. C. and Carlton, H. N. (50 patients): Meprobamate 
and benactyzine hydrochloride (Deprol) as adjunctive therapy for patients with advanced cancer. Antibiotic 
Med. & Clin. Therapy 6:648, Nov. 1959. 3. Beerman, H. M. (44 patients): The treatment of depression with 
meprobamate and benactyzine hydrochloride. Western Med. 1:10, March 1960. 4. Bell, J. L., Tauber, H., 
Santy, A. and Pulito, F. (77 patients): Treatment of depressive states in office practice. Dis. Nerv. System 
20:263, June 1959. 5. Breitner, C. (31 patients): On mental depressions. Dis. Nerv. .System 20:142, (Section 
Two), May 1959. 6. Gordon, P. E. (50 patients): Deprol in the treatment of depression. Dis. Nerv. System 
21:215, April 1960. 7. Landman, M. E. (50 patients): Clinical trial of a new antidepressive agent. J. M. Soc. 
New Jersey. In press, 1960. 8. McClure, C. W., Papas, P. N., Speare, G. S., Palmer, E., Slattery, J. J., 
Konefal, S. H., Henken, B. S., Wood, C. A. and Ceresia, G. B. (128 patients): Treatment of depression — New 
technics and therapy. Am. Pract. & Digest Treat. 10:1525, Sept. 1959. 9. Pennington, V. M. (135 patients): 
Meprobamate-benactyzine (Deprol) in the treatment of chronic brain syndrome, schizophrenia and senility. 
J. Am. Geriatrics Soc. 7:656, Aug. 1959. 10. Rickels, K. and Ewing, J. H. (35 patients): Deprol in depressive 
conditions. Dis. Nerv. System 20:364, (Section One), Aug. 1959. 11, Ruchwarger, A. (87 patients): Use of 
Deprol (meprobamate combined with benactyzine hydrochloride) in the office treatment of depression. 
M. Ann. District of Columbia 28:438, Aug. 1959. 12. Settel, E. (52 patients): Treatment of depression in the 
elderly with a meprobamate-benactyzine hydrochloride combination. Antibiotic Med. & Clin. Therapy 7:28, 
Jan. 1960. 13. Splitter, S. R. (84 patients): Treatment of the anxious patient in general practice. J. Clin. & 
Exper. Psychopath. In press, April-June 1960. 


Dosage: Usual starting dose is 1 tablet q.i.d. When 
necessary, this dose may be gradually increased up to 
3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 


Ae Supplied: Bottles of 50 light-pink, scored tablets. Write 
— rO for literature and samples. 
» 
WW) WALLACE LABORATORIES / Cranbury, N. J. 









AG AIG 
Oy 
MAELO 
a ae 


a 








® 
relieves pain, 
muscle spasm, 


nervous tension 
rapid action + non-narcotic + economical 


“‘We have found caffeine, used in combination with acetylsalicylic acid, acetophenetidin, 
and isobutylallylbarbituric acid, [Fiorinal] to be one of the most 


effective medicaments for the symptomatic treatment of headache due to tension.” 


Friedman, A. P., and Merritt, H. H.: J.A.M.A. 163:1111 (Mar. 30) 1957. 


Available: Fiorinal Tablets and | 2c? contains: Sandoptal (Allylbarbituric Acid N.F. X) 
50 mg. (3/4 gr.), caffeine 40 mg. (2/3 gr.) , acetylsalicylic acid 


New Form — Fiorinal Capsules | 200 mg. (3 gr.), acetophenetidin 130 mg. (2 gr.). 


Dosage: 1 or 2 every four hours, according to need, up to 6 per day. 


Announcing 
The Twenty-fourth Annual Meeting 
of 


The New Orleans Graduate Medical Assembly 


Conference Headquarters — Roosevelt Hotel 
March 6, 7, 8, 9, 1961 


GUEST SPEAKERS 


Arthur S. Keats, M.D., Houston, Texas Daniel Snydacker, M.D., Chicago, Ill. 
Anesthesiology Ophthalmology 

Robert R. Kierland, M.D., Rochester, Minn. Leon L. Wiltsa, M.D., Long Beach, Calif. 
Dermatology Orthopedic Surgery 

Frank B. McGlone, M.D., Denver, Colo. Sam E. Roberts, M.D., Kansas City, Mo. 
Gastroenterology Otolaryngology 

Thomas T. Jones, M.D., Durham, N. C. S. E. Gould, M.D., Eloise, Mich. 
General Practice Pathology 

John C. Ullery, M.D., Columbus, Ohio Stuart S. Stevenson, M.D., Jersey City, N. J. 
Gynecology Pediatrics 

Walter Lyon Bloom, M.D., Atlanta, Ga. Harry E. Bacon, M.D., Philadelphia, Pa. 
Internal Medicine Proctology 

Herman J. Moerach, M.D., Rochester, Minn. Albert Jutras, M.D., Montreal, Quebec, Canada 
Internal Medicine Radiology 

William A. Sodeman, M.D., Philadelphia, Pa. Robert J. O. Coffey, M.D., Washington, D. C. 
Internal Medicine Surgery 

Jack A. Pritchard, M.D., Dallas, Texas Harwell Wilson, M.D., Memphis, Tenn. 
Obstetrics Surgery 

Thomas E. Gibson, San Francisco, Calif. 
Urology 


Lectures, symposia, clinicopathologic conferences, round-table luncheons, 
medical motion pictures, scientific exhibits and technical exhibits. 
(All-inclusive registration fee—$20.00) 
THE CLINICAL TOUR TO THE ORIENT VISITING HAWAII, THE PHILIPPINES, HONG KONG AND JAPAN 


Leaving March 10 via air and returning March 30, 19€1 
(Optional extensions may be arranged) 


For information concerning the Assembly meeting and the tour write 
Secretary, Room 103, 1430 Tulane Avenue, New Orleans 12, La. 





CONSENT FORMS 


A new series of medico-legal forms for use by hospitals 
in obtaining permission from patients, guardians or next 
of kin for various hospital procedures. 


PREVENT COSTLY LEGAL SUITS 
by using these forms: 
412A Consent to Operation (also for use for a minor) 
412B Consent to Operation for Cosmetic Purposes 
412C Consent to Disposal of Amputated Part or Organ 


PROT ON AGAINST LOSS OF INCOME 412D Statement of Need for Therapeutic Abortion 


412E Authorization to Treat Condition of Recent or 


FROM ACCIDENT AND SICKNESS AS WELL AS __ Partial Abortion 
HOSPITAL EXPENSE BENEFITS FOR YOU AND 4127 Consent to Treatment 


412G Agreement for Blood Transfusion 
ALL YOUR ELIGIBLE DEPENDENTS 412H Authority to Admit Observers 
412I Authorization for Autopsy 
412J Authorization for Autopsy and Tissue Donation 
TTS en TLS 412K Consent to Disposal of Dead Fetus 


412L Statement of Patient Leaving Hospital Against 
SURGEONS Advice 


DENTISTS 412M Consent to Access to Hospital Records 
COME FROM 


Information and Prices available 


PHYSICIANS CASUALTY 


omnia The Steck Company 


OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment Book sent to you FREE 
upon request. 


Box 16 Austin, Texas 
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Isalicylic acid (300 mg.) and chlormezanone (50 


Jrancopri 


Tablets 


interrupts 
the pain cycle 
at 3 points 
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Trancoprin, a new analgesic, not only raises the pain perception threshold 
but, through its chlormezanone component, also relaxes skeletal muscle spasm! 
and quiets the psyche.?*>7 


The effectiveness of Trancoprin has been demonstrated clinically* in a 
number of patients with a wide variety of painful disorders ranging from 
headache, dysmenorrhea and lumbago to arthritis and sciatica. In a series of 
862 patients,® Trancoprin brought excellent or good relief of pain to 88 per cent 
of the group. In another series,? Trancoprin was administered in an industrial 
dispensary to 61 patients with headache, bursitis, neuritis or arthritis. The 
excellent results obtained prompted the prediction that Trancoprin “... will 
prove a valuable and safe drug for the industrial physician.’” 


' 
' ‘ 1} MmoOiy 
mxceptionall 


No serious side effects have been encountered with Trancoprin. Of 923 
patients treated with Trancoprin, only 22 (2.4 per cent) experienced any side 
effects. In every instance, these reactions, which included temporary gastric 
distress, weakness or sedation, were mild and easily reversed. 


Trancoprin is recommended for more comprehensive control of the pain 
complex (pain —»tension—»spasm) in those disorders in which tension and 
spasm are complicating factors, such as: headaches, including tension head- 
aches / premenstrual tension and dysmenorrhea / low back pain, sciatica, 
lumbago / musculoskeletal pain associated with strains or sprains, myositis, 
fibrositis, bursitis, trauma, disc syndrome and myalgia / arthritis (rheumatoid 
or hypertrophic) / torticollis / neuralgia. 


The usual adult dosage is 2 Trancoprin tablets three or four times daily. 
The dosage for children from 5 to 12 years of age is 1 tablet three or four times 
daily. Trancoprin is so well tolerated that it may be taken on an empty stemach 
for quickest effect. The relief of symptoms is apparent in from fifteen to thirty 
minutes after administration and may last up to six hours or longer. 

Each Trancoprin tablet contains 300 mg. (5 grains) of acetylsalicylic acid 
and 50 mg. of chlormezanone [Trancopal® brand]. Bottles of 100 and 1000. 


= \ 
° Y 
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' non-narcotic analgesic 


References: 1. DeNyse, D. L.: M. Times 87:1512, Nov., 1959. 2. Ganz, S. E.: J. Indiana M. A. 52:1134, July, 1959. 
3. Gruenberg, Friedrich: Current Therap. Res. 2:1, Jan., 1960. 4. Kearney, R. D.: Current Therap. Res. 2:127, April, 
1960. 5. Lichtman, A. L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 6. Mullin, W. G., and Epifano, Leonard: Am. 
Pract. & Digest Treat. 10:1743, Oct., 1959. 7. Shanaphy, J. F.: Current Therap. Res. 1:59, Oct., 1959. 8. Collective 
Study, Department of Medical Research, Winthrop Laboratories. 9. Hergesheimer, L. H.: An evaluation of a muscle 
relaxant (Trancopal) alone and with aspirin (Trancoprin) in an industrial medical practice, to be submitted. 


(| ucthinop LABORATORIES , New York 18, N. Y. 


Trancoprin and Trancopal (brand of chlormezanone) trademarks reg. U.S. Pat. Off. 1518M 





ALL PHYSICIANS 
| ARE WELCOME 


Recognizing that the exchange of ideas is fundamental to medical progress, Lederle 
continues its Symposium program with the 10th year of scheduled meetings. Through 
these Symposia, sponsored by medical organizations with our cooperation, over 50,000 
physicians have had the opportunity to hear and question authorities on important 
advances in clinical medicine and surgery. You have a standing invitation to attend any 
of these Symposia with your wife, for whom a special program is planned. 


ANOTHER YEAR OF SYMPOSIA... 


PORTLAND, OREGON 
Wednesday, January 11, 1961 
The Sheraton-Portiland Hotel 


MONTGOMERY, ALABAMA 
Friday, January 13, 1961 
The Whitley Hotel 


MINNEAPOLIS, MINNESOTA 
Monday, January 16, 1961 
The Hotel Leamington 


LEMONT, ILLINOIS 
Wednesday, January 18, 1961 
The White Fence Farm 


CINCINNATI, OHIO 
Sunday, January 22, 1961 
The Netherland Hilton Hotel 


NEW DORP, STATEN IS., N. Y. 
Wednesday, February 15, 1961 
The Tavern-on-the-Green 


CHARLESTON, SOUTH CAROLINA 
Thursday, February 23, 1961 
The Francis-Marion Hotel 


ANCHORAGE, ALASKA 
Saturday, February 25, 1961 
The Westward Hotel 


BAKERSFIELD, CALIFORNIA 
Friday, March 3, 1961 
The Bakersfield Hacienda 


WILLIAMSBURG, VIRGINIA 
Wednesday, March 8, 1961 
The Williamsburg Lodge 


ALBUQUERQUE, NEW MEXICO 
Saturday, March 11, 1961 
The Hilton Hotel 


OMAHA, NEBRASKA 
Thursday, March 16, 1961 
The Sheraton-Fontenelle Hotel 


PHOENIX, ARIZONA 
Saturday, March 18, 1961 
The Westward Ho Hotel 


LOUISVILLE, KENTUCKY 
Thursday, March 23, 1961 
The Sheraton-Seelbach Hotel 


BAY SHORE, LONG ISLAND, 
NEW YORK 

Wednesday, April 12, 1961 
The LaGrange Inn 


BUTTE, MONTANA 
Saturday, April 22, 1961 
The Finlen Hotel 


ITHACA, NEW YORK 
Thursday, April 27, 1961 
The Statler Club 


ERIE, PENNSYLVANIA 
Wednesday, May 3, 1961 
The Hotel Lawrence 


SACRAMENTO, CALIFORNIA 
Wednesday, May 10, 1961 
The El! Dorado Hotel 


LOS ANGELES, CALIFORNIA 
Wednesday, June 7, 1961 
The Statler Hotel 


a> LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. 
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THE TEXAS MEDICAL ASSOCIATION 


Announces a European Tour immediately following its 95th 
annual session in Galveston on April 23-25, 1961 


oe ringlime in Pies 
pe / 


— Paris — Rome 
— London — Switzerland 


April 25 - May 26, 1961 $1,199.00 from Houston 


Enjoy Europe in the Springtime Your Choice of Three Options 
— —, ay anten g = _ OPTION I—Classic Tour $1,199.00 
associates . q April 27-May 2 London'¥ May 16-19 Capri 
© Comprehensive Sightseeing Program ‘ eo Mgy. 3.9. Paris e “| May 19-22 Lucerne 

: 9-14. May 22-25 Pari 
@ By BOAC Chartered Jet Prop from Houston [ "They “idme |{)()| Mey aris 


tré 4 SorteAto, |) | ley 25 Depart for home 
@ Special Gourmet dinner parties at:world famous i 


restaurants and elite supper clubs | “OPTION AiNesh gas Me ciiniai 
®@ Night tours of Paris, including’ ‘the. yagi < Fly 46 ‘Earoba Zand ako us, rae an independent tour 
Bergere 4 you base 4 ‘on the ay | Reet 


Mar iy i Sion IIl~The Wanderer’ $1,059.00 
@ Leisure time daily for shopping and sightseei Ss ~ Leave basic tour May 17th in Capri for independent travel. 


Sh i 3 | 2 Rejoin group in Paris for departure to Houston. 
ay _ a 


® Visits to the famous Fashion Houses 


Basic tour cost includes all transportation, twin-bedded rooms with private baths at Deluxe 
and First Class Hotels, Continental breakfasts and table d‘hote dinners, tips, taxes and 
A transfers. English-speaking guides and tour conductors. The tour by CAB & IATA rules is 

limited to dues paying members of TMA, their wives and family living with them. 


Because of limited space, reservation priority will be given by date of application 
Please send me detailed itinerary and information on “Springtime In Europe” Tour. 
Name: 


Address: 


City State 
Wife's First Name: 


Mail to: Texas Medical Association 
1801 North Lamar Blvd. 
Austin, Texas 





ANNUAL CLINICAL CONFERENCE 


CHICAGO MEDICAL SOCIETY 
February 28, March 1, 2 and 3, 1961 


Palmer House, Chicago 


Daily Half-Hour Lectures by Outstanding Teachers and Speakers on subjects of interest to 


both general practitioner and specialist. 


Panels on Timely Topics 


Teaching Demonstrations 


Medical Color Telecasts 


Instructional Courses 


Scientific Exhibits worthy of real study and helpful and time-saving Technical Exhibits. 


The Chicago Medical Society Annual Clinical Conference should be a MUST on the calendar 
of every physician. Plan now to attend and make your reservations at the Palmer House. 


Ann Woodward 
Director 


Instead of 
Pyramiding = 
the Work Load... am 


—more and more physicians, we discover, are prescribing for 
themselves periodic release from routine—enabled by the logical 
expedient of locating a qualified associate. With the aid of our 
highly organized search and information service, plus a con- 
tinuing registration of competent medical men in all fields and 
of varied experience, many satisfactory professional associations 
have been initiated in the Woodward Bureau. 

Why not investigate this service now—without committing your- 
self to any person or plan till you meet the man who fits your 


needs? Simply describe him to us, as you see him, by letter, 
telephone or wire. 


- End result—leeway to choose your own vacation or travel 
periods, and a fresh approach to problems afterward! 
Come to think of it, do you know a single vacation you can 
prescribe that will benefit so many of your patients??? 


You are on your way, from the day you enlist our services! 


OUR 63rd YEAR 


OODWARD 


: iMEDICAL PERSONNEL BUREAU 
b.sesct sesueed FORMERLY AZNOES * 185 N.WABASH - CHICAGO 


“Founder of the counhssling svurice to 
the medical profedsion, sewing medicine 
with. Listinection over half a cantwry. 





The Martin X-Ray and 
Radium Clinic 


3501 Gaston Ave. 
ADJOINING GASTON HOSPITAL 


Dallas, Texas 


For X-ray diagnosis and the 
X-ray and radium treatment of cancer and 
other conditions suitable for radiation 
therapy. 


Chas. L. Martin, M.D. James A. Martin, M.D. 
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ON COATS: 


STYLES CHANGE IN VITAMINS, TOO 


Coat styles change—whether it's a blazer or a B-complex vita- 
min, Not long ago, for instance, ‘Vitamins by Abbott” were 
dressed up with a new-style coating—Filmtab®. 


The most obvious result was a marked reduction in tablet size— 
up to 30% in some products. The tablets themselves were bril- 
liant in a variety of rainbow colors. They wouldn't chip or stick 
together in the bottle. All vitamin tastes and odors—gone. 


Such were the aesthetic gains. Behind these, a significant 
pharmaceutical advance: with Filmtab, deterioration is slowed 


to an irreducible minimum, because the coating process is 
essentially a water-free procedure. 


Finally—most important—Filmtab guarantees that the content 
of each tablet matches the formula printed on the label. While 
the person taking the vitamins may not worry much about rigid 
stability, Abbott does. Assures it, through Filmtab. 


In short, Filmtab’s a name that stands for quality, stability, 
potency. The very best in vitamin coatings. Filmtab doesn't add 
a penny to the cost. And it’s a name found on/y on 


cc) VITAMINS by ABBOTT 


©r960, aseott LABORATORIES 


0090334 





NEWEST 
NUTRITIONAL 
PRODUCT 
FROM ABBOTT 


To meet special nutritional needs of growing teenagers... 


DAY ERENS 


TRADEMARK 


@ RICH IN IRON, CALCIUM, VITAMINS—IMPORTANT FACTORS EACH ® 
FOR THE GROWTH YEARS DAYTEENS FILMTAB® REPRESENTS 


Vitamin A (5000 units) 1.5 mg 
@ FILMTAB-COATED TO CUT SIZE AND ASSURE FULL POTENCY Vitamin D...... ...... (1000 units) 25 meg 


@ HANDSOME TABLE BOTTLES AT NO EXTRA COST (100-SIZE) meee 
@ ALSO SUPPLIED IN BOTTLES. OF 250 AND 1000, Mocuneritde 
Pyridoxine Hydrochloride. ................¢... 3 


Vitamin Biz (as cobalamin concentrate) 
NOW, DAYTEENS JOINS THE COMPLETE LINE Calcium Pantothenate 


OF QUALITY VITAMINS BY ABBOTT: Ascorbic Acid (C). bee Cab CRAs ou Sk eh ge en spate 50 mg 
: Iron (as sulfate) 


Banas FILMTAB FLLM TAS Copper (as sulfate) 

DAYALETS' OPTILETS® . SUR-BEX® with C lodine (as calcium iodate) 

Table bottles of 100 FILM TAS Table bottle of 60 

Bottles of 50 and 250 OPTILETS-M® Bottles of 100, Manganese (as sulfate) 
Table bottles of 500 and 1000 Magnesium (as oxide) 

FILMTAS 30 and 100 . 

DAYALETS-M® Bottles of 1000 Therapeutic formula of Calcium (as phosphate) 

Apothecary bottles the essential B-complex i 

a teh can oa 4 sia shen € tas teckel : Phosphorus (as calcium phosphate) 


Exire-potent mele for more severe de- stress, post-surgery, etc. 


formulas—ideal for the 


“nutritionally run-down” sega gs VITA he § = = by A B BOTT 


MLM TAB—FILM-SEALED TASLETS, ABBOTT © 1960, assoTT LABORATORIES 0090338 





The message of, Christmas 
to: all mankind aia 


EACE... 


Blue Cross-Blue. Shield 
of Texas, whose function it 
is to bring peace-of-mind to 
its members by providing 
them health care pro- 
tection, joins with all 
Americans during this Holy 
Season in their prayer for 
world peace. 


‘® 
Group Hospital Services ap 


a 
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Dosage 

Adults: One teaspoonful (25 mg.) 3 or 4 times 

aily as required. 

Children: 6 to 12 years of age, 4 to one tea- 
spoonful (12.5 to 25 mg.) 3 or 4 
times daily as required. 

2 to 6 years of age, 4 teaspoonful 
(12.5 mg.) 3 or 4 times y as 
required. 








a new antitussive molecule 
NON-NARCOTIC 


UL 


SYRUP 


Indications: Upper respiratory infections ¢ Commoncold e Influenza « Pneumonia 
Bronchitis e Tracheitis e« Laryngitis e Croup e Pertussis e Pleurisy 


There are no known contraindications. Side effects occur only occasionally and are mild. 












Though it reaches peak action some- 
what more slowly, the cough-suppress- 
ant power of ULO is fully as great as 
that of narcotics. 





After reaching peak action, ULO main- 
tains its maximal cough-suppressant 
effect undiminished for 4 to 8 hours. 


ULO is free from the limitations and 
undesirable side effects of narcotics... 
no constipation, no nausea, no gastric 
irritation, no appetite suppression, no 
tolerance development, no respiratory 
depression, no drowsiness. 





Availability 


ULO Syrup, 25 mg. per 5 cc. (teaspoon- 
ful), ia bores of 12 fluid ounces. © 


[ie] Northridge, California 
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After a history and a physical ruled out organic disease, 
te physician diagnosed the case as recurring states of 

xiety. To relieve these symptoms for this busy, on-the-go 
} ousewife, he prescribes Meprospan-400, the only 
i eprobamate in sustained-release form. 


Calm and relaxed, the patient is no longer upset by the 
pressures and irritations met in everyday life, nor is she 
likely to be incapacitated by autonomic disturbances, 
drowsiness, ataxia or other untoward reactions. 


Peacefully asleep, the patient enjoys beneficial rest... 
Meprospan-400 has relieved the tensions that previously 
prevented sleep or kept her tossing and turning through- 
out the night. 


As directed, the patient takes one Meprospan-400 capsule 
at breakfast. Her symptoms of tension and nervousness 


are soon relieved, and she will not have to remember to 
take another capsule until dinnertime. 


2 | — , 


Alert and attentive, the patient participates in a P.T.A. 
meeting, following her second capsule of Meprospan-400 
taken with the evening meal. Meprospan-400 does not 
decrease her mental efficiency or interfere with her normal 
activities or behavior. 


most widely prescribed tranquilizer .. ., 
most convenient dosage form... 


ONE CAPSULE LASTS 12 HOURS 


Meprospan-400 


400 mg. MILTOWN® SUSTAINED-RELEASE CAPSULES 


Usual dosage: One capsule at breakfast lasts all day, one capsule with 
evening meal lasts all night. Supplied: Meprospan-400, each blue- 
topped sustained-release capsule contains 400 mg. Miltown. Also 
available: Meprospan-200, each yellow-topped sustained-release cap- 
sule contains 200 mg. Miltown. For children: Capsules can be opened 
and the coated granules mixed with soft foods or liquids. 


Both potencies in bottles of 30. 
Samples and literature available on request. 


Qi) WALLACE LABORATORIES / Cranbury, N. J. 
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TO REDUCE INTESTINAL 


BELCHING BLOATING FLATULENCE 


A biochemical compound Each Kanulase tablet contains Dorase* 
used to diminish intestinal 320 units,combined with pepsin, N.F., 

as in health ersons 150 mg.; glutamic acid HCI, 200 mg.; 
8 ny Pp ; pancreatin, N.F.,500mg.;oxbileextract, 
and those patients having 100 mg. Dosage: 1 or 2 tablets at meal- 
digestive disorders @ time. Supplied: Bottles of 50 tablets. 


MOOFSEY BRAMD OF CELLULASE, EXPRESSED AS DIGESTIVE ACTIVITY UNITS 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska 
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LOMOTIL 


EXA 


AB 


— 


¥ FOR DIARRHEA 


LOMOTIL 


SELECTIVELY LOWERS 


LOMOTIL represents a major advance over the 
opium derivatives in controlling the propulsive 
hypermotility occurring in diarrhea. 

Precise quantitative pharmacologic studies dem- 
onstrate that Lomotil controls intestinal propulsion 
in approximately 41 the dosage of morphine and 
Yeo the dosage of atropine and that therapeutic 
doses of Lomotil produce few or none of the diffuse 
untoward effects of these agents. 

Clinical experience in 1,314 patients amply sup- 
ports these findings. Even in such a severe test of 
antidiarrheal effectiveness as the colonic hyperac- 
tivity in patients with colectomy, Lomotil is effec- 
tive in significantly slowing the fecal stream. 

Whenever a paregoric-like action is indicated, 
Lomotil now offers positive antidiarrheal control 
... with safety and greater convenience. In addition, 


LOW DOSAGE EFFECTIVENESS 
OF LOMOTIL 


MORPHINE ATROPINE 


EFFICACY AND SAFETY of Lomotil are indicated by its low median effective 
dose. As measured by inhibition of charcoal propulsion in mice, Lomotil was 
effective in about 4; the dosage of morphine hydrochloride and in about 49 the 
dosage of atropine sulfate. 


PROPULSIVE MOTILITY 


as a nonrefillable prescription product, Lomotil 
offers the physician full control of his patients’ 
medication. 


PRECAUTION: While it is necessary to classify 
Lomotil as a narcotic, no instance of addiction has 
been encountered in patients taking therapeutic 
doses. The abuse liability of Lomotil is comparable 
with that of codeine. Patients have taken therapeu- 
tic doses of Lomotil daily for as long as 300 days 
without showing withdrawal symptoms, even when 
challenged with nalorphine. 

Recommended dosages should not be exceeded. 

DOSAGE: The recommended initial dosage for 
adults is two tablets (5 mg.) three or four times 
daily, reduced to meet the requirements of each 
patient as soon as the diarrhea is controlled. Main- 
tenance dosage may be as low as two tablets daily. 
Lomotil, brand of diphenoxylate hydrochloride 
with atropine sulfate, is supplied as unscored, un- 
coated white tablets of 2.5 mg., each containing 
0.025 mg. (%4400 gr.) of atropine sulfate to dis- 
courage deliberate overdosage. 


Subject to Federal Narcotic Law. 


Descriptive literature and directions for use available 
in Physicians’ New Product Brochure No. 81 from 


6.0. SEARLE «co. 
P.O. Box 5110, Chicago 80, Illinois 
Research in the Service of Medicine 
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@ Antirheumatic Analgesic 


PLANOLAR' 


for 
Rheumatoid 
Arthritis 





Planolar combines the cumulative 
antirheumatic and anti-inflammatory 
action of Plaquenil® with the prompt 

analgesic action of aspirin. 






Each tablet contains: Plaquenil 60 mg. 
Aspirin 300 mg. (5 grains) 













Plaquenil “...the preferred antimalarial drug for 
treatment of disorders of connective tissue...”7 


Aspirin belongs te “...the most useful group of 
drugs for rheumatoid arthritis.”? 


WRITE: 

for detailed information 
(clinical experience, side 
effects, precautions, etc.) 





DOSAGE: Adults, 2 tablets two or three REFERENCES: 
(Wh tl times daily. After two or three months of therapy, 1. Scherbel, A. L.; Schuchter, S. L., 
LABORATORIES the patient may no longer need the added benefit and Harrison, J. W.: Cleveland 
New York 18,N.¥. of aspirin. A maintenance regimen of Plaquenil Clin. Quart. 24:98, April, 1957. 
sulfate alone (from 200 to 400 mg. daily) may then 2. Waine, Hans: Arthritis, rheumatoid, 
be substituted. in Conn, H. F.: Current Therapy 1959, 


Philadelphia, W. B. Saunders Co., 
*Planolar, trademark 1959, p. 565. 





NaCle 


benzthiazide 


A basic principle of diuresis is that “increased urine 
volume and loss of body weight are proportional to 
and the osmotic consequences of loss of ions.””! 


Robins’ new NaClex is a potent, oral, non-mercurial 
diuretic that helps reduce edema through the appli- 
cation of this fundamental principle. It limits the 
reabsorption of sodium and chloride in the renal 
proximal tubules (with a relative sparing of potassium). 
The body’s homeostatic mechanism responds: by in- 
creasing the excretion of excess extracellular water. 
Thus the NaClex-induced removal of salt leads to a 
reduction of edema. 


a unique chemical structure 


NaClex (benzthiazide) is a new molecule which pro- 
vides a “‘pronounced increase in diuretic potency’’? 
over its antecedent sulfonamide compound. Com- 
pared tablet for tablet with current oral diuretics, it 
is unsurpassed in diuretic potency. 
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a new diuretic 
with an 
unsurpassed 
faculty for 
salt excretion 


as salt goes, so goes edema 


twofold value 


NaClex produces diuresis, weight loss, and sympto- 
matic improvement in edema associated with various 
conditions. It also has antihypertensive properties 
and may be used alone in mild hypertension or with 
other antihypertensive drugs in severer cases. 


For complete dosage schedules, precautions, or other informa- 
tion about NaClex, please consult basic literature, package 
insert, or your local Robins representative, or write to the 
A. H. Robins Co., Inc. 

Supply: Yellow, scored 50 mg. tablets. 


References: 1. Pitts, R. F., Am. J. Med., 24:745, 1958. 2. Ford, 
R. V., Cur. Therap. Res., 2:51, 1960. 


A. H. ROBINS COMPANY, INC. 
RICHMOND 20, VIRGINIA 





an antibiotic improvement, 
designed to provide : 
greater therapeutic Potts, 


Pulvcules 
Tlosone 


(propiony! erythromycin ester lauryl sulfate, Lilly) 


in a more acid-stable form 
assure adequate absorption even when taken with food 


Tlosone retains 97.3 percent of its antibacterial activity after exposure to gastric 
juice (pH 1.1) for forty minutes.! This means there is more antibiotic available 
for absorption—greater therapeutic activity. Clinically, too, Ilosone has been 
shown?: to be decisively effective in a wide variety of bacterial infections—with 
a reassuring record of safety.‘ 


Usual dosage for adults and for children over fifty pounds is 250 mg. every six hours. 
Supplied in 125 and 250-mg. Pulvules and in suspension and drops. 

1. Stephens, V. C., et a/.: J. Am. Pharm. A. (Scient. Ed.), 48:620, 1959. 

2. Salitsky, S., et a/.: Antibiotics Annual, p. 893, 1959-1960. 


3. Reichelderfer, T. E., et a/.: Antibiotics Annual, p. 899, 1959-1960. 
4. Kuder, H. V.: Clin. Pharmacol. & Therap., in press. 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 


032644 
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OAK RI 
FOR NERVOUS AND MENTAL DISEASES 


e@ All modern forms of individualized treatment for psychoses, psycho- 
neuroses, personality disorders, alcoholism and drug addiction. 


@ Diagnostic procedures including electroencephalography. 


@ Separate air-conditioned buildings especially designed for custodial 
patients requiring psychiatric and medical care. 


Albert D. Pattillo, M. D. David Wade, M. D. T. H. Wade 
Clinical Director Medical Director Administrator 


Z. Kirkpatrick, R. N. J. P. Edwards Helen D. McDonald 
Supervisor Clinical Nursing Business Manager Dietitian 


3200 South First Street & Austin, Texas & Phone GR 8-8494 or HI 2-2121 


EFFECTIVE CONSTITUENTS 


ALERCAP The distressing symptoms of grippe influ- 


enza and common colds can usually be relieved 
quickly and effectively by the combination of 


Paqutehtins OR: > ingredients centained in Alercap. 


N’Acetyl-p-aminophenol _.......»»_»_»_»_>S_ £2268 em 
Dover’s Powder __. 0275 gm This valuable preparation often promptly re- 
Cieuatine _.. ae lieves the headache and gnawing bone pains, 
iene Oi 0001296 gm gives comfort in cases of agonizing backache, 
ieee Ss. checks excessive nasal secretion and reduces 
congestion of the nasal and throat passages. 


SYNERGISTIC ACTION 
Decongestant oe ae 
1e great advantage of Alercap is the syner- 


gistic action of their ingredients, securing a 
ANTIHISTAMINIC more effective therapeutic response with a 
' greatly reduced dose of any single drug. 


ANTIPYRETIC The combined action of these ingredients 


often provides remarkably swift’ relief of the 
painful and aggravating symptoms of influenza, 


ANALGESIC grippe and common cold with a minimum of 


depression or undesirable effect. 


| Bra attert| Pharmaceutical Co. SAN ANTONIO, TEXAS 
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Rapid peak attainment — for early control — 
KYNEX® Sulfamethoxypyridazine reaches peak 
plasma levels in 1 to 2 hours’ . . . or approximately 
one-half the time of other once-a- -day sulfas.* Unin- 
terrupted control is then sustained over 24 hours with 
the single daily dose . . . through slow excretion with- 
out renal alteration. 


High free levels — for dependable control — 
More efficient absorption delivers a higher percentage 
of sulfamethoxypyridazine — averaging 20 per cent 
greater at respective peaks than glucuronide-conver- 
sion sulfas.*? Of the total circulating levels, 95 per cent 
remains in the fully active, unconjugated form even 
after 24 hours.* 


Extremely low toxicity* ... only 2.7 per cent 
incidence in recommended dosage — Typical of 
KYNEX relative safety, toxicity studies’ in 223 
patients showed TOTAL side effects (both subjective 
and objective) in only six cases, all temporary «nd 
rapidly reversed. Another evaluation‘ in 110 paticnts 
confirmed the near-absence of reactions when g' ven 
at the recommended dosage. High solubility of both 
free and conjugated product® obviates renal com pli- 
cations. No crystalluria has been reported. 


Successful against these organisms: stre)to- 
cocci, staphylococci, E. coli, A. aerogenes, parac« lon 
bacillus, Gram-negative rods, pneumococci, diph‘he- 
pou eae iam cocci and others. 


1958- 1959, New York, Medical Encyclopedia, inc., 1959, p. 48. 3. Sheth, U. K.; Kulkarni, B. S., and Kamath, P..G.: ‘Antibiotic Med. & ‘fin. 
Ther. 5:604 (Oct.) 1958. 4. Vinnicombe, J.: Ibid. 5:474 (July) 1958. 5. Anderson, P. C., and Wissinger, H. A.: U. S. Armed Forces M. J. 10: 051 
(Sept.) 1959. 6. Roepke, R. R.; Maren, T. H., and Mayer, E.: Ann. New York Acad. Sc. 60:457 (Oct.) 1957. 





cent 
cal of 
n 223 
ective 
y and 
tients 
given 
F both 
ym pli- 


re; to- 
icc lon 
~ht he- 


An al 
& in 
10: : 051 


once-a-day sulfa... 


NOTE: Investigators note a tendency of some patients to 
misinterpret dosage instructions and take KYNEX on the 
familiar q.i.d. schedule. Since one KYNEX tablet is equiva- 
lent to eight to twelve tablets of other sulfas, even mod- 
erate overdosage may produce side effects. Thus, the 
single dose schedule must be stressed to the patient. 


KYNEX Tablets, 0.5 Gm., bottles of 24 and 100. Dosage: 
Adults, 0.5 Gm. (1 tablet) daily, following an initial first 
day dose of 1 Gm. (2 tablets). 


KYNEX Acetyl Pediatric Suspension, cherry-flavored, 250 
mg. sulfamethoxypyridazine activity per teaspoonful (5 cc.). 
Bottles of 4 and 16 fl. oz. Recommended Dosage: Children 
under 80 Ibs.: 1 teaspoonful (250 mg.) for each 20 Ib. body 
Weight, the first day, and 4% teaspoonful per 20 Ib. per day 
thereafter. For children 80 Ibs. and over: 4 teaspoonfuls 
(1.0 Gm.) initially and 2 teaspoonfuls daily thereafter. Give 
immediately after a meal. 


Sulfamethoxypyridazine Lederle 

NEW—for acute G.U. infection AZO-KYNEX® Phenylazodiaminopyridine HCI —Sulfa- 
methoxypyridazine Tablets, contains 125 mg. KYNEX in the shell with 150 mg. 
phenylazodiaminopyridine HCI in the core. Dosage: 2 tablets q.i.d. the first day; 
1 tablet q.i.d. thereafter. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Qa 





PSYCHIATRIC HOSPITAL 
DAY HOSPITAL 


DEPARTMENT OF OUT PATIENT PSYCHIATRY 


TIMBERLAWN FOUNDATION 
For Education and Research in Psychiatry 


Narcotic Cases Not Admitted 


PSYCHIATRIC CENTER 


PERRY C. TALKINGTON, M.D., Clinical Director Clinical Psychology 

CHARLES L. BLOSS, M. D., Medical Director PHILIP ROOS, PH. D. 

Associate Psychiatrists DONALD BERTOCH, M.A, 

HOWARD M. BURKETT, M. D. Social Work 

JAMES K. PEDEN, M. D. BILL M. TURNAGE, M.S.S.W. 

WARD 6G. DIXON, M. D. ROBERT L. COATES, M.S.S.W. 

JERRY M. LEWIS, M. D. GERALDINE SKINNER, B.S., O.T.R., Director of Occupational Therapy 
Cc. L. JACKSON, M. D. LOIS TIMMINS, PH.D., Director of Recreational Therapy 

RALPH M. BARNETTE, JR., B. B.A., Business Manager FRANCES LUMPKIN, R.N., B.S., Director of Nurses 


EVergreen 1-2121 Dallas 21, Texas P.O. Box 1769 


WICHITA FALLS CLINIC-HOSPITAL 


STAFF 


GENERAL eunamay bia MEDICINE 
rump, . W. B. Whiting, M.D., F.A.C.P., Cardiology 
James T. Lee, M.D. R. F. Knox, M.D., Endocrinology 
Charles H. Wilson, M.D., F.A.C.S. P. K. Smith, M.D., F.A.C.P., Diagnosis & Internal Medicine 
ORTHOPEDIC SURGERY I. L. Humphrey, Jr., M.D., Diagnosis & Internal Medicine 
Jack E. Maxfield, M.D., F.A.C.S. Julian H. Acker, M.D., Diagnosis & Internal Medicine 
Clyde W. Parsons, M.D. Preston McCall, M.D., Diagnosis & Internal Medicine 
ORAL SURGERY 
R. A. Mitchell, D.D.S. a se an 
UROLOGY oa 


PEDIATRICS 
LABORATORIES SO R. L. Nelson, M.D., F.A.A.P. 
Claude D. Wilson, M.D., D.A.B.R., Radiology George W. Slaughter Ill, M.D., F.A.A.P. 


Joe D. Steed, M.D., D.A.B.R., Radiology 
OTOLARYNGOLOGY OBSTETRICS AND [se 


nabloASHIVe ierOPes ramet ED 
Claude D. Wilson, M.D., D.A.B.R. Frank J. Las, MD. 
Joe D. Steed, M.D., D.A.B.R. ADMINISTRATIVE OFFICER 
Julian H. Acker, M.D. Bertha McNeill, Administrator 
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THE BUIE CLINIC, HOSPITAL, BATH HOUSE, AND FALLS HOTEL—MARLIN, TEXAS 
A complete general Gomis clinic and bath house, yy an Stew | fireproof hotel, connected by terrazzo 
subways, and a modern fireproof hospital, en ie for SS d special service to so-called chronic a degenerative 
diseases with up-to-date spa treatment using Marlin hot mineral — and other fen, of physical thera: 


Special attention is given arthritis and allied rheumatic diso . hypertension, gusteo-tatestina! conditions, 
and alcoholism. 


BUIE CLINIC 
AND BATH 


(a vaye 


«Xe 2 eof 


iT 
IT, PASSAGE UNDER re FROM HOTEL TO BATH AND CLINIC if 


Neil D. Buie, B.A., M. D. Chas. H. Cornwell, B.A., M.A., M.D. Mrs. Dorothy eae 
Director ; Internal Medicine tic Diseases 


Rheumatic Business Manag 
Rheumatic Diseases ; Physical Medicine Internal Medicine Mr. David Butler. R. Pt. 
T. G. Glass, M.D., F.A.C.S. Ernest A. Johnson, M.D. Manager, Bath House and Clinic 
General Surgery ; Proctology Eye, Ear, Nose, and Throat Physical Therapy Dept. 
Thos. A. McDowell, M.D., DA. A.B.S. . = = Mr. Johnny Ligon 
General Surgery ; Jack G. Fisher, D.D.S., Manager, Falls Hotel 
Genito-Urinary Diseases General Dentis: Mrs. Helen J. Cervenka, R.A., A.A.N.A. 
A. E. von Tobel, B.A. ‘i M.D. J. G. Sanders, M.D. Anesthesia 
Pathology; Metabolic Diseases General Medicine; Consultant Mrs. Mary R. Yeager, R.N. 
All Units Air-Conditioned CnpEenaent ef umes 


Member of the Association of American Spas 


Beverly Hills Sanitarium and Clinic 


Licensed by the Texas State Health Department for a private mental hospital 


210 N. Westmoreland Avenue Whitehall 3-4651 
DALLAS 11, TEXAS 


A private hospital and clinic for nervous and mental diseases both for inpatients and out- 
patients—stressing a homelike environment with separate building units and special 
cottages. All units and cottages air conditioned. 


A complete neuropsychiatric diagnostic and treatment center including a department of 
psychology—electroencephalography—clinical laboratory and x-ray-psychotherapy-electro 
shock and insulin coma therapy, as well as psycho-surgery. 


STAFF 


Arthur J. Sehwenkenberg, M.D. Ludlow M. Pence, M.D. 


resident (Neurologist—Electroencephalography) 
Joseph L. Knapp, M.D. Joseph H. Lindsay, M.D. 


Internal Medici 
Jackson H. Speegle, M.D. ntern icine 
Clinical Di 


Traudl E. Jordan-Diener, Ph.D. 
Fred H. Jordan, M.D. Clinical Psychologist 
Neuropsychiatrist 


Henry P. Hare, Jr., M.D. William R. Garretson, M.A. 
Psychiatrist Clinical Psychologist 
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PHYSICIANS’ 


@ Professional card space is available at $5.00 per 
column inch per issue if contracted for at least six 
months. A discount of 5% is allowed for payment of 
six months or more in advance. All listings must be 
members of the Texas Medical Association. 


@ Mail copy to the Advertising Manager, Texas 
State Journal of Medicine, 1801 North Lamar Blvd., 
Austin, Texas, not later than the first of the month 
preceding the month of publication. 


%* Internal Medicine 


Edward F. Yeager,M.D. William A. O’Quin, M. D. 


DRS. YEAGER and O’QUIN 
INTERNAL MEDICINE 


400 S. E. First Street 
Mineral Wells, Texas 


TOM R. JONES, M. D. 
INTERNAL MEDICINE 


Diseases of the Chest 


1608 Memorial Professional Bldg. Houston, Texas 


ORVILLE EGBERT, M.D., F. A.C. P. 
Diplomate, American Board Internal Medicine 
EDWARD EGBERT, M. D., F. A. C. C. P 


Allergy 
Diseases of the Chest 
Suite 3-E, El Paso Medical Center 
1501 Arizona Street El Paso, Texas 


JOHN A. WIGGINS, JR., M. D. 
Diseases of the Chest 
Bronchoscopy 


1105 Pennsylvania Ave. Fort Worth, Texas 


SIM HULSEY, M. D. 


Allergy and Diseases of the Chest 
701 Fifth Ave. Fort Worth, Texas 
THIS SPACE FOR SALE 


$5.00 PER ISSUE 


THE LEVY CLINIC 
3618 Yoakum Blvd., Houston, Texas 


INTERNAL MEDICINE AND DIAGNOSIS 
M. D. Levy, M.D., F.A.C.P. 
E. C. Malewitz, B.A., M.D. 
Moise D. Levy, Jr., B.A., M.D. 
Leonard R. Robbins, M.D. 


Radioisotope Laboratory for 
Diagnosis and Therapy 
X-Ray and Clinical Laboratory 


DOCTORS ETTER, RAYMER AND JACKSON 
Clinical Allergy Group 
Richard L. Etter, M.D., F.A.C.A., F.A.A.A. 
Warren J. Raymer, M.D., F.A.C.A. 
Richard H. Jackson, M.D., F.A.C.A. 
Suite 156, Hermann Prof. Bldg., Houston 25, Texas 


BERNARD T. FEIN, M. D. 
Practice Limited to 
ALLERGY 


216 Medical Professional Bldg. 


101 No. McCullough Ave. San Antonio 12, Texas 
Telephone CApitol 6-7671 - CApitol 7-6331 


C. RALPH LETTEER, M. D., F. A. C. P. 


Diplomate American Board of Internal Medicine 
INTERNAL MEDICINE 
Gastro-enterology 


933 Nix Professional Bldg. San Antonio, Texas 


KELSEY AND LEARY CLINIC 
JA 6-2671 6655 Travis, Houston 25 


INTERNAL MEDICINE 
Mavis P. Kelsey, M.D., F.A.C.P. 
William V. Leary, M.D., F.A.C.P. 

John R. Kelsey, M.D., F.A.C.P. 
Earl F. Beard, M.D. 
Albert E. Leiser, M.D. 
James W. Kemper, M.D. 
Gene E. Burke, M.D. 


OBSTETRICS & GYNECOLOGY 
Robert A. Johnston, M.D., F.A.C.S. 
Melville L. Cody, M.D., F.A.C.S. 
PSYCHIATRY 


Albert Owens, M.D. 

Chester Cochran, M.D. 

ADMINISTRATION 
Mrs. Jackie Greer 
William A. Stovall 

Radioisotope Laboratory for Iodine and Phosphorus 
CONSULTANTS 
Cc. C. SHULLENBERGER, M. D., Hematology 


WILLIAM I. COLDWELL, M. D. 


Certified by American Board of Internal Medicine 


INTERNAL MEDICINE 
1900 North Oregon St. KEystone 2-2661 
501 University Towers Bldg. El Paso, Texas 
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WILLIAM J. BLOCK, M.D., F.A.C.P. 


Diplomate American Boards of Internal Medicine and 
Cardiovascular Disease 


INTERNAL MEDICINE 
CARDIOVASCULAR DISEASE 
1111 Nix Professional Bldg. 


San Antonio, Texas 


CA 71-8109 


THE GREER CLINIC 
Internal Medicine and Diseases of the Chest 
ALVIS E. GREER, M.D., F.A.C.P., M.C.C.P. 


Internal Medicine and Diagnosis 
H. N. GEMOETS, M.D., F.A.C.P., F.C.C.P. 


1506 Memorial Professional Bldg. 
Houston, Texas 
Telephone CA 4-2726 


THEOPHILUS S. PAINTER, JR., M.D. 


Diplomate American Boards of Internal Medicine 
and Allergy 


DIAGNOSIS AND TREATMENT OF 
ALLERGIC DISEASES 
511 West 15th Street 


GR 6-7086 
Austin, Texas 


DAVID W. CARTER, JR., M.D., F.A.C.P. 
Internal Medicine 
3707 Gaston Avenue 
Dallas 10, Texas 


ALWAYS A GOOD INVESTMENT 
U. S. SAVINGS BONDS 


%* Pediatrics 


aa A ee ee 
GUY A. TITTLE, M. D. 
Infants and Children 
3600 Fairmount 


Hours by Appointment 


Dallas 19, Texas 


FRANKLIN J. HARBERG, M.D. 
Practice Limited to 
Surgery of Infants and Children 
1702 Medical Towers Bldg. Houston 25, Texas 
Phone JA 9-4221 


MONTROSE CHILDREN’S CLINIC 
Infants and Children 
Robert A. Gardner, M.D., F.A.A.P. 
Robert E. Gustafson, M.D., F.A.A.P. 
4006 Montrose Blvd. Houston, Texas 
By Appointment Jackson 38-1626 
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LUKE W. ABLE, M. D., F. A. C. S. 
Practice limited to 
Surgery of Infants and Children 


Hermann Professional Bldg. Houston 25, Texas 
Phone JA 6-2901 — Res. MA-3692 


BYRON P. YORK, M. D. 
GEORGE W. SALMON, M. D. 


Infants and Children 


8911 Montrose Blvd. Houston 6, Texas 


BASIL K. BYRNE, M.D., F.A.A.P. 
IRVIN J. GOLDFARB, M.D., F.A.A.P. 


Diplomates American Board of Pediatrics 
PEDIATRICS 


Suite 4A, El Paso Medical Center, 1501 Arizona Ave. 
KE 38-8487 El Paso, Texas 


M. C. CARLISLE, M.D., F.A.C.P. 
Certified by American Board of Pediatrics 


Diagnosis and Treatment of Infants 
and Children 


1410 Austin Avenue 
Waco, Texas 


Office: PL 3-7531 
Residence: PL 3-6954 


PETER B. KAMIN, M.D., F.A.A.P. 
Diplomate Sub-Board Pediatric Allergy 
Practice limited to 
ALLERGY 
216 Medical Prof. Bldg. San Antonio, Texas 
Telephone CApitol 6-7671 — CApitol 7-6331 


ATTEND YOUR COUNTY 
MEDICAL SOCIETY MEETINGS 


% Surgery 


GEES Ee a eee 
John J. Hinchey, M. D. Phillip L. Day, M. D. 
DRS. P. L. DAY & J. J. HINCHEY 
Orthopedic and Traumatic Surgery 


1108 Nix Professional Building 
San Antonio 5, Texas 


T. H. THOMASON, M. D., F. A. C. S. 


Diplomate American Board of Surgery 


SURGERY 


1226 Pennsylvania Fort Worth, Texas 


THIS SPACE FOR SALE 


$5.00 PER ISSUE 





J. PEYTON BARNES, M. D., F. A. C. 8. R. H. ABRAMS, M.D. 


Diplomate of American Board of 
Surgery Obstetrics and Gynecology 


Cancer Detection; Reconstructive 
617 Medical Towers 


Surgery of female genital tract 
6601 Main Houston 25, Texas Telephone: TA 3-5277 8707 Gaston Avenue 


Dallas, Texas 
W. O. OTT, M. D. 


Surgery of the Brain and Spinal Cord 
General Surgery 


THIS SPACE FOR SALE 
$5.00 PER ISSUE 


1017 West Terrell Avenue Fort Worth, Texas 


JOHN ROBERTS PHILLIPS, M. D. FORT WORTH BONE & JOINT CLINIC 
M.S.inS 918 8th Avenue — Fort Worth, Texas 
tinea esate Louis J. Levy, M. D. 
Diplomate American Board of Surgery, F. I. C. S. 


Cuvier P. Lipscomb, M. D. 
1407 Medical Arts Building 


Henry C. McDonald, Jr., M. D. 


Houston, Texas Charles P. Davis, M. D. 


PAUL KLINGER, M.D., M.S. (Surg.), F.A.C.S. 
poe American eee meee 
PRACTICE LIMITED EXCLUSIVELY TO THIS SPACE FOR SALE 
THORACIC SURGERY AND THORACIC 
CARDIOVASCULAR SURGERY $5.00 PER ISSUE 
517 Medical Professional Building 


CApital 6-1401 San Antonio, Texas 


THE W. B. CARRELL CLINIC KARL JOHN KARNAKY, B. A., M. D. 
Orthopede Surgery 


GYNECOLOGY AND GYNECOLOGICAL 
3701 Maple Avenue at Wellborn ENDOCRINE PROBLEMS 
Dallas, Texas 


Gyneco-cytological Laboratory; cervical scraping, 
Dorsey K. Barnes, M. D.George Truett James, M. D. SS pg tn — aa so ate 
H. H. Beckering, M. D. L. Ray Lawson, M. D. 2614 Crawford Houston 4, Texas 
ROY L. GROGAN, M. D., F. A. C. S. 


Diplomate American Board THOMAS D. CRONIN, M.D., F.A.C.S. 
Obstetrics and Gynecology 


RAYMOND O. BRAUER, M.D. 
T. D. MAYO, JR., M. D. 


Diplomates American Board of Plastic Surgery 
Obstetrics and Gynecology 
BY APPOINTMENT 


PLASTIC SURGERY 
ED 2-3331 Pane Werte Tans WA 4-4281 6615 Travis Street Houston 25, Texas 


HAROLD J. SHELLEY, M. D., F. A. C. S. Ralph E. Donnell, M. D. 
Diplomate American Board of Surgery ORTHOPEDIC CLINIC 

Practice limited to r s : 
SURGERY Diplomates American Board of Orthopedic Surgery 


Fort Worth, Texas 1133 N. 19th St. 


Jim. M. Hooks, M. D. 


1000 Fifth Avenue Abilene, Texas 


FELIX L. BUTTE, M. D. Asa A. Newsom, M. D. W. G. Langston, M. D. 
i aes - 5 ae D. 
ORTHOPEDIC SURGERY Marianna Hood, M.D. Asa A. Newsom, Jr., M 


. oo OBSTETRICS and GYNECOLOGY 
Medical Arts Building Dallas, Texas 316 Doctors Building, 3707 Gaston Avenue 
Riverside 7-7266 


Telephone TAylor 4-3039, Dallas, Texas 


WILLARD W. SCHUESSLER, M.D. 
EDWARD T. SMITH, M. D. DONALD H. EWALT, M.D. 


Plastic, Reconstructive Surgery and 
Maxillo-facial Surgery 


1501 Arizona Ave. 


Bone and Joint Surgery 


6410 Fannin, Houston, Texas 


Medical Center, Suite 4-C 
El Paso, Texas 
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Louis W. Breck, M. D. LeROY J. KLEINSASSER, M. D., F. A.C. S 
W. Compere Basom, M. D. Diplomate American Board of Surgery & 
ag ; eee * D. The Board of Thoracic Surgery 
ario Palafox 
: “Sages GENERAL & THORACIC SURGERY 
— - ae Including Heart and Vascular Surgery 
The El Paso Orthopaedic Surgery Group The Doctors Bldg., 3707 Gaston Ave., 
1220 N. Stanton St. KEystone 38-7465 El Paso, Texas Dallas 10, Texas 
Robert R. Shaw, M. D. Donald L. Paulson, M. D. 


SIMON FREDRICKS, M. B., 
Jin Li Kae, 0. B PLASTIC & RECONSTRUCTIVE SURGERY 
DRS. SHAW, PAULSON AND KEE 


including—Hand Surgery 
—Head and neck tumors 
Thoracic and Cardiovascular Surgery 
3810 Swiss Ave. 


—Maxillo-facial surgery 
1103 Medical Towers Tel.:JA 3-5575 
TA-4-2503 
Houston, Texa Res: MO 71-9748 
Dallas, Texas 624 S. Tatar, Saanioen. Texas os GR 3-5488 
EDWARD ZIDD, M. D. 


THORACIC AND CARDIOVASCULAR SURGERY 
Diplomate American Board of Surgery James O. McBride, M. D 
Practice limited to 


1405 Medical Arts Building 
Surgery 
403 W. 15th Street 


Fort Worth, Texas 
Austin, Texas ED 2-7454 PE 8-4594 
JESSON L. STOWE, M. D. 


Eldon K. Siebel, M.D. H. Thomas McSwain, M.D. 
GRAY E. CARPENTER, M. D. DRS. SIEBEL AND McSWAIN 
GYNECOLOGY and OBSTETRICS THORACIC AND CARDIOVASCULAR SURGERY 
2328 Montana St. Ei Paso, Texas | 1 W- 10th, at Zangs 


Ph.: WH 38-4383 
Dallas 8, Texas 
BROMLEY SMITH FREEMAN, M. D., F.A.C.S L. GONZALEZ CIGARROA, M. D., F. A.C. S 

Diplomate American Boards of , ‘ 

Surgery and Plastic Surgery 
PLASTIC AND RECONSTRUCTIVE SURGERY Practice limited to 
Tumors of the Head and Neck SURGERY 

1810 The Medical Towers Tel. JAckson 9-3579 
Houston 25, Texas Res. MOhawk 4-2257 806 Matamoros St. 


Laredo, Texas 
BURT B. SMITH, M. D., F. A. C. S 


Diplomate American Board of Surgery 


DRS. RIMMER | and TAYLOR 
Diplomates American Board and Gynecology 
Practice limited to 
SURGERY 


Raymond J. my M. D., F.A.C.S. 
Thomas U. Taylor, II, MD. F.A.C.S. 
Gynecology and Obstetrics 
1009 Pennsylvania Ave. Fort Worth 4, Texas 
ED 5-5633 ED 5-1681 
JOHN B. PATTERSON, M.D. 


Diplomate American Board 


ADOLPH F. KAUFFMANN, M. D., F. A. C. 8. 
Diplomate American Board of Surgery 
PLASTIC SURGERY 


GENERAL SURGERY 
Fort Worth 4, Texas | 707 Fifth Ave. 


5101 Caroline, Houston, Texas 
Phone JA 2-3502 


612 Doctors Building 


Fort Worth, Texas 
ED 6-0356 Phone ED 2-7597 
WILLARD C. SELLMAN, JR., M. D. S. J. MERRILL, M. D. 

Plastic, Maxillo-Facial and Hand Diplomate American Board of Obstetrics and Gynecology 

"| iemmameaea RONALD E. FRYER, M.D. 
GYNECOLOGY and OBSTETRICS 

922 Medical Arts Bldg. RA-8147 
Dallas, Texas 


715 West Jefferson 
Phone LI 2-2083 


Brownsville, Texas 
JOSEPH BARNHART, M.D., F.A.C.S 


” C5. DAVID A. GRANT, M.D. 
Diplomate American Board Practice Limited to 
ORTHOPEDIC SURGERY 
1817 Dryden 


PLASTIC & RECONSTRUCTIVE SURGERY 
Houston, Texas 306 Doctors Building 
Phone: JA 9-4389 


Tel. ED 6-8656 
800 Fifth Avenue 


Res. AX 2-2393 
Fort Worth 4, Texas 
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HAROLD D. DOW, M. D. 
FREDERICK J. KOBERG, M. D. 
General Practice—Surgery 
Box 546 Phone 3641 
Seminole, Texas 702 Hobbs Road 


THIS SPACE FOR SALE 
$5.00 PER ISSUE 


Attend Your 
FORREST C. ORMAN, M. D., F. A. C.S. Cisne Uadteal Sosleky 


Diplomate American Board of Surgery Meetings 
GENERAL SURGERY 


1111 Ellis Ave. Phone NE-4-3523 . 
wii tiene %* Neurological Surgery 


THOMAS F. HUDGINS, JR., M. D. JAMES GREENWOOD, JR., M. D. 


Orthopedic Surgery Neurosurgery 


1204 Medical Towers Houston 25, Texas 1117 Hermann Professional Bldg., Houston 25, Texas 


ROBERT E. CARR, M.D., F.A.C.S. JACK I. WOOLF, M. D., F. A. C. 8. 


Er ee — — Diplomate American Board Neurological Surgery 


Thoracic Surgery and Cardiovascular Surgery MORRIS SANDERS, M.D. 
Broncho-Esophagology . 
The Doctors Bldg. 800 Fifth Avenue Neurological Surgery 


Fort Worth, Texas EDison 2-2720 3607 Gaston Ave., Dallas, Texas 


ROYCE C. LEWIS, JR., M.D. Casey E. Patterson, M.D. Tom M. Nash, M.D. 


Diplomate American Board of Orthopedic Surgery C. C. Nash, M.D. 


ORTHOPEDIC SURGERY and DRS. NASH & PATTERSON 


Neuro-surgery 
URGERY OF THE HAND 
” Office Telephone Riverside 8-4988 


1910 Knoxville St. PO 3-8281 Lubbock, Texas 729 Medical Arts Building Dallas 1, Texas 


J. A. SCOFIELD, JR., M.D., F.A.C.S. ALBERT D’ERRICO, M. D. 
Diplomate American Board of Surgery 
GENERAL SURGERY 
1500 Eighth Street Wichita Falls, Texas 612 Doctors Building 3707 Gaston Avenue 
Phone 322-9322 Dallas, Texas 


Neurological Surgery 


PAUL M. RAMEY, M. D. DRS. MUNSLOW & PRICE 


SURGERY 
Diplomate of American Board of Surgery NEUROLOGICAL SURGERY 


a 1288 Nix Professional Building 
1615 Medical Arts Bldg. EDison 2-3991 
Fort Worth 2, Texas San Antonio, Texas Phone CA 5-2781 
J. RANDOLPH JONES, M. D., F. A.C. S. 
VALENTIN GRACIA, M.D. “ 
Plastic § Diplomate American Board of Neurological Surgery 
a ay Suite 1708-09 The Medical Towers 
1408 Medical Arts Bldg. ED 6-0446 Houston 25, Texas 
Fort Worth, Texas Office: JA-4-7511 


RONALD SMITH, M. D. 


THIS SPACE FOR SALE Neurological Surgery 


$5.00 PER ISSUE 1607 Medical Arts Bldg. Fort Worth, Texas 
Telephone ED 6-0551 
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GRANT L. BOLAND, M.D. 
Neurological Surgery 
Dallas Neurological Clinic 
712 N. Washington, Room 202 
Phone PR 3231 Dallas, Texas 


MOSES ASHKENAZY, M.D., F.A.C.S. 
Diplomate of American Board of 
NEUROLOGICAL SURGERY 


910 Medical Towers 
JA 9-3134 


Houston 25, Texas 


HARRY W. SLADE, M.D., F.A.C.S. 


Diplomate American Board of Neurological Surgery 


2208 Washington Avenue 
PLaza 6-1141 Waco, Texas 
GLENN R. CHERRY, M.D., F.A.C.S. 
Neurological Surgery 


828 Medical Arts Building 
Telephone RI 1-6841 


ROBT. C. L. ROBERTSON, M.D., F.A.C.S. 
JOSEPH W. ROBERTSON, M.D. 
WILLIAM R. CHEEK, M.D. 
Neurological Surgery 
Hermann Professional Building 
JAckson 3-3684 


Dallas, Texas 


Houston, Texas 


ROBERT C. HARDY, M.D. 
Diplomate American Board of Neurological Surgery 
922 Nix Professional Building 
CApitol 3-9526 San Antonio, Texas 


MORRIS H. LAMPERT, M. D. 
Practice Limited 
to 


_ Neurology and Electroencephalography 
214 W. Laurel Street 
CA 7-6973 


San Antonio, Texas 


EVERY DOCTOR’S OFFICE 
SHOULD BE A CANCER DETECTION CENTER 


* Eye, Ear, Nose, and Throat 


DANIEL McNAMARA MARTINEZ, M.D., F.A.C.S. 


Ear, Nose and Throat and 
Related Head and Neck Surgery 


174 Wynnewood Professional Bldg. 
Dallas 24, Texas Phone WH 38-4536 
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TOM BARR, M. D. 
Diseases of the Larynx 
Laryngeal Surgery and Bronchoscopy 


Medical Arts Bldg. Dallas, Texas 


RAY K. DAILY, M. D., F. A. C. 8S. 
LOUIS DAILY, JR., B. S., M. D., Ph. D., F. A. C.S. 
Ophthalmology 


1117-18-19 Medical Arts Bldg. Houston, Texas 


OLIVER W. SUEHS, M. D. 
Ear, Nose, Throat, Bronchoscopy and 
Laryngeal Surgery 


No. 14 Medical Arts Square Austin, Texas 


DRS. NEWTON & BRUCE 
209 Medical Arts Bldg. Dallas, Texas 
F. H. Newton, M. D., The Eye and Its Diseases 


R. Grady Bruce, M. D., Eye, Ear, Nose and Throat 
Riverside 7-7474 


Cc. R. WILLIAMS, M. D. 
Eye, Ear, Nose and Throat 


Williams Clinic Building Mineral Wells, Texas 


HERBERT H. HARRIS, M.D., F.A.C.S., F.1.C.S. 


Oto-Laryngology, Broncho-Esophagology 
and Laryngeal Surgery 


1204 Hermann Professional Bldg. Houston, Texas 


DRS. STREIT, MURPHY & McKAY 
Eye, Ear, Nose & Throat 


August J. Streit, M.D., Eye, Ear, Nose & Throat 
Weldon O. Murphy, M.D., Eye Only 
Edward D. McKay, M.D., Eye Only 


2300 West 7th Avenue Amarillo, Texas 


OSCAR M. MARCHMAN, SR.., M.D., F.A.C.S. 
OSCAR M. MARCHMAN, JR., A.B., M.D. 
THE EYE 


Medical Arts Bldg. Dallas, Texas 


DAN BRANNIN, M. D. 


Practice limited to 
OPHTHALMOLOGY 


929 Medical Arts Bldg. Dallas, Texas 








JAMES T. ROBISON, M. D., F. A.C. S. 
Diseases of the Eye, Ear, Nose and Throat 
Bronchoscopy and Esophagoscopy 














909 Capital National Bank Bldg. Austin, Texas 













SPEIGHT JENKINS, M. D. 











THE EYE ONLY 





813-14-15 Medical Arts Bldg. Dallas, Texas 










A. FLETCHER CLARK, SR., M. D. 
OTO-LARYNGOLOGY 


Broncho-Esophagology 
225 Medical Arts Bldg. 












San Antonio, Texas 












R. T. Canon, M.D., F.A.C.S. —M. D. Watkins, M.D., F.A.C.S. 
Wm. F. Anderson, M.D., F.A.C.S., A.B. Ophthalmology 
Ernest Nalle, Jr., M.D., F.A.C.S., A.B. Otolaryngology 


DRS. CANON, WATKINS, ANDERSON 
AND NALLE 























Eye, Ear, Nose and Throat, Bronchoscopy, Esophagoscopy 








West Texas Clinic 1312 Main Lubbock, Texas 











J. L. MIMS, JR., B. A., M. D. 


Diplomate American Board of 
OPHTHALMOLOGY 


Surgery Refraction 
211 Medical Arts Bldg. 

















San Antonio, Texas 









THE HUNT 
EYE, EAR, NOSE & THROAT CLINIC 
150 8th St., S. E. Paris, Texas 
T. E. Hunt, M.D., Eye, Ear, Nose & Throat 


Thomas E. Hunt, Jr., A.B., M.D., Ear, Nose & Throat 
Harold E. Hunt, B.S., M.D., The Eye and Its Diseases 






































CLAUDE D. WINBORN, M. D. 











Oto-Laryngology and Laryngeal Surgery 














8707 Gaston Avenue 


Dallas, Texas 














HAL W. MAXWELL, M.D. 
Diplomate American Board of 
OPHTHALMOLOGY 


Medical Surgical 
RI 7-5553 
Medical Arts Building 




















Dallas, Texas 











W. HUBERT SEALE, M.D. 
Eye, Ear, Nose & Throat 


HUBERT JAMES SEALE, M.D. 
Disease & Surgery of the Eye 


OR 83-3751 























1321 Hickory St. Abilene, Texas 









CA 3-1661 











A. FLETCHER CLARK, JR., M.D. 


OTO-LARYNGOLOGY, BRONCHO-ESOPHAGOLOGY, 


LARYNGEAL SURGERY 
506 Medical Professional Bldg. 


JACK C, COOPER, M.D. 


Diplomate American Board of Ophthalmology 


DISEASES AND SURGERY OF THE EYE 
902 Medical Arts Bldg. 


Phone: RI 8-6755 or LA 8-6125 


ATTEND YOUR COUNTY 
MEDICAL SOCIETY MEETINGS 


* Clinics 


THE SAMUELL CLINIC 


Tenth Floor, Medical Arts Building, Dallas, Texas 


Arthur R. Thomasson, M.D., Surgery 
S. M. Hill, M.D., Diagnosis and Medicine 
O. W. Gibbons, M.D., Surgery 
Murphy Bounds, M.D., Surgery 
Ray Thomasson, M.D., Medicine 
Perry Q. Needham, M.D., Medicine 
Donald R. Bernhardt, M.D., Radiology 
U. P. Hackney, M.D., Radiology 
James S. Tomkies, M.D., Pathology 
Arthur L. Clark, M.D., Medicine 
William E. Gibbons, M.D., Surgery 
Louis C. Johnston, M.D., Medicine 
Robert F. White, Medicine 
John D. Henry, Administrator 


THE CLINIC- HOSPITAL OF SAN ANGELO 


4-234 West Beauregard Avenue 
SAN ANGELO, TEXAS 


D. D. wa M. D., Obstetrics and Gynecology 
M. Finks, M. D., Pediatrics 
x D. Knight, M. D., Surgery 
W. H. Brauns, M. D., Internal Medicine 
Roy E. Moon, M. D., Obstetrics and Gynecology 
Chas. F. Engelking, M.D., Ear, Nose and Throat 
R. A. Morse, M. D., Internal Medicine 
Ralph R. Chase, M. D., Pediatrics 
Tom R. Hunter, M. D., Surgery 
Dale W. Hayter, M. D., Ophthalmology 
H. W. Diserens, M. D., Pediatrics 


Consultant in eee. 
Lloyd R. Hershberger, M. D. 


Consultants in Radiology 


J. B. Adeock, Administrator 


THE COFFEY CLINIC 
306 West Broadway, Fort Worth, Texas 


Jos. F. McVeigh, M. D., F. A. C. P. 
A. D. Ladd, M. D. 

W. D. Marrs, M.D., F. A.C.S. 

R. C. Stow, Jr., M. D. 

A. G. McDowell, M. D. 

Wm. D. Chalmers, M. D. 

H. B. Wester, D. D. S. 


A. Marvin Coleman, Jr., Business Manager 


San Antonio, Texas 





Dallas 1, Texas 
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THE FORT WORTH CLINIC 
1221 West Lancaster Avenue 
Fort Worth, Texas 


John M. Church, M. D. 

v. J. Coleman, M. D. John H. Sewell, M. D. 

©. M. Phillips, M. D. C. K. Holsapple, M. D. 
Wm. L. Asper, Bus. Mgr. 


Robert L. Sewell, M. D. 


THE JOHNS CLINIC & HOSPITAL 
720 West 6th St., Taylor, Texas 


Jay J. Johns, M.D., F.A.C.S. 
£. W. Lehmberg, M.D. 
Marvin J. Leshikar, M.D. 


C. J. Daniel, M.D. 
R. C. Hermann, M.D., F.A.C.S. 
A. Bryan Spires, Jr., M.D. 


FIFTH AVENUE CLINIC 
650 Fifth Avenue 


Fort Worth, Texas 


MEDICINE 
Sidney E. Stout, 
Frank L. Byn 
Will 8. fan. ae. Pee 
Ed Etier, Jr., M 


RADIOLOGY 
Otto H. Grunow, M. D. 


SURGERY 
Harold F. Bertram, M. D. 
GENERAL PRACTICE 
G. Con Smith, M. D. 
Donald S. Gibbs, M. D. 


DENTISTRY 
L. W. Richardson, D. D. 8. 


Gladys S. Cook, Business Manager 


M. D. 
eu. &.D. 
M.D 
M. D. 


PHYSICIANS AND SURGEONS CLINIC 
1511 North Beckley 
Dallas, Texas 
WH 2-6131 


PEDIATRICS 
egy oO. a M. D. 
Ben W. “— le 


GYNECOLOGY 
Howard K. cents. M. D. 
oe Jerald P. Hou .D 
era. Ou: 
oasrernics AND GENERAL SURGERY 
John * ee. M. D. 
James E. Gleichert, M. D. 
Harwin B. Jamison, M. D Larry rnspiger, M. D. 
> : : OTOLARYNGOLOG GY, HEAD 
MEDICINE AND NECK SURGERY 
Arnott DeLange, M. D Edward A. Newell, M. D. 
Lindsey T. Elder, M. D. CONSULTANTS IN 
INTERNAL MEDICINE RADIOLOGY 
Leon W. Dierolf, Jr., M. D. John J. Sazama, Jr., M. D. 
John F. Miller, M. D. Albert H. Keene, M. D. 


R. A. Hearn, Business Manager 
MALONE AND HOGAN CLINIC 


and the 
MALONE AND HOGAN FOUNDATION HOSPITAL 
Big Spring, Texas 
811 Main Street AM 4-6361 
P. W. MALONE, M.D., F.A.C.S. J. E. HOGAN, M.D., F.A.C.S. 
Eye, Ear, Nose & Throat General Surgery 
J. M. WOODALL, M.D. * = em M.D. 


Pediatrics 
Internal Medicine & Allergy 
E. V. SWIFT, M.D. 
Internal Medicine ~ A, aD. 
Cc. o* MARCUM, JR., — M. W. TALBOT, JR., M.D. 
A.C.S., Genera 1 Surg F.A.A.P., Pediatrics 
F. LURTING, mu. D., ALC. ag 1% WILSON, M.D., D.A.B.R. 
Obstetrics & Gynecology Radiology 
J. H. BURNETT, JR., M.D M. A. PORTER, M.D. 
Internal Medicine Obstetrics & Gynecology 
D. S. RILEY R. L. HEITH 
Hospital Administrator Clinic Business Manager 


EIGHTH AVENUE CLINIC 
PSYCHIATRY 


Giles W. Day, M.D., Psychiatrist 


Special Attention to Out-Patient Treatment of 
Major Psychoses 


910 Eighth Avenue 
Fort Worth 4, Texas 


EDison 2-1677 


PLAINVIEW HOSPITAL & CLINIC FOUNDATION 


801-818 W. 8th Street Plainview, Texas 
STAFF 
William L. Reed, M.D., Radiology 
John C. Long, M.D., ag Diplomate American Board 
urgery 
Henry Snyderman, M.D., Diplomate American Board 
Neuropsychiatry 
R. K. Williams, M.D., Obstetrics & Gynecology 
George H. 5 Ill, M.D., F.A.C.S., Diplomate American 
rd Obs cs & Gynecology 
Norbet J. Debits, MD. ieee American Board 
Orthopedic Surgery 
Randall G. Heye, M.D., Internal Medicine 
Roy R. Roberts, M.D., F.A.C.S., Diplomate American 


Board rd Urology 
C. Thomas Hill, Jr., M.D., House Physician 
W. W. Kirk, Business Manager 
Virgil C. Witten, Administrator 


DEPARTMENT PHYSICAL THERAPY 


FREEPORT MEDICAL & SURGICAL CLINIC 


William H. Nelms, M. D. A. O. McCary, M. D. 
W. D. Nicholson, M. D. R. M. McCary, M. D. 


304 West Broad Street 
Freeport, Texas 


RUGELEY AND BLASINGAME CLINIC 
AND HOSPITAL 


Wharton, Texas 
105 Hawes Street Phone LE 2-1700 


Vernon A. Black, M.D., Eye, Ear, Nose and Throat 
Raymond D. Little, M.D., Internal Medicine 

Howard Z. Fretz, M.D., Urology 

Dennis M. Voulgaris, M.D., Obstetrics & Gynecology 
Fred W. Kolle, M.D., Pediatrics 

Clinton E. Woodson, M.D., General Practice 

Charles T. Meadows, M.D., General and Thoracic Surgeon 
Robert B. Caraway, Jr., M.D., General Surgery 

Chris. A. Voelker, M.D., Radiologist 

Harold E. Secor, M.D., Obstetrics and Gynecology . 
George Kopecky, D.D.S., Dentist 

C. H. Rugeley, Administrator 

Mary Jean Negri, R.N., Director of Nurses 


MEDICAL & SURGICAL CLINIC 
Laredo, Texas 


801 Matamoros St. Phone RA 38-7411 


G. E. Penny, M. D., Ophthalmology and 
Otolaryngology 
W. R. Powell, M. D., General Surgery 
V. L. Puig, Jr., M. D., Obstetrics and Gynecology 
S. H. Graham, Jr., M. D., Pediatrics 
Albert C. King, M. D., Radiology 
Joseph P. Puig, Business Manager 
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THE SANITARIUM CLINIC DIAGNOSTIC CLINIC OF HOUSTON 














811 Bonham Street Paris, Texas Internal Medicine and Diagnosis 
AFF 
- *Frederick R. Lummis, M. D. W. Tom Arnold, M. D. 
Surgery E. E. N. T. Charles D. Reece, M. D. Hugh H. Hanson, M. D. 
BE. lant, M.D. O. R. O'Neill, M.D. Dolph L. Curb, M. D. Belton G. Griffin, M. D. 
eee Rh heektin ic. ED. .. Eee? William M. Donohue, M. D. Edmund N. Gouldin, M. D. 
Surgery and Gen- —— a =>. MD Thomas J. Fatherree, M. D. Thomas G. Vandivier, M. D. 
DAF. Kerbow, M. D. Sebteinel a eos H. Leland Kaplan, M. D. J. E. Norris, M. D. 
on a . ee ‘acto ahd Hugh F. Arnold, M. D. Jo# E. Reed, M. D. 
D. 8. Hammond, M.D. ‘Anna H. Jorling, M.D. John M. Phillips, M. D. 
ean and Gynecology MD. 
Lay vrence =. wll David C. Miesch, M.D. 
sears ? Radiology *Deceased 
eases E Gilmore, M.D. C. H. Frank, M.D. 
Frank R. Crain, Business Manager eaniiiebeinhtis Wineee C. G. Mercy, Administrator 









Bronchoscopy ; Pulmonary 
Functions 


THOMAS-SPANN CLINIC & HOSPITAL 















: Laboratory ; 
Cardiology-Cardiac fly 
ss Catheterization Clinical Pathology 
1546 S. Brownlee Corpus Christi, Texas ; Cytology 
eee. 
onocardiography . 
Telephone TU 4-3861 Nuclear Medicine 
P Endocrinology Isotope uptake, Gammagram 
and Therapy 
SURGERY INTERNAL MEDICINE Gastroenterology- Radiology 
R. Gayle Spann, M.D., F.A.C.S. Calvin P. Wylander, M.D. Esophagoscopy, 
J. Houston Thomas, M.D. —__ William E. Morris, M.D. Gastroscopy- 
f Z E, A. Williford, M.D. Proctosigmoidoscopy Rheumatology 
OPHTHALMOLOGY Gerald A. Reeves, M.D. 
L. David Wright, M.D., F.A.C.S. Hematology 
GENERAL PRACTICE gy ong ee 
Rex E. Thomas, M.D. thane aiaaeNtiOna Consultation by Appointment 
Travis B. Phelps, M.D. BUSINESS MANAGER AP 
Peter Pappas, Jr., M.D. Riley L. Aldrich, Jr. JA 6-2051 6448 Fannin St., Houston 25, Texas 






THE CHESTER CLINIC AND HOSPITAL U. S. SAVINGS BONDS 


3330 South Lancaster Road, Phone FR 1-1316 Buy them and keep them 
Dallas, Texas 













John B. Chester, M.D., re ee. Orthopedic Surgery *k D t ] 

Gene W. Rogers, M.D., General Surgery 

Douglas M. Hardy, M.D., Obstetrics & Gynecology ermato ogy 
Ervin R. Miller, M.D., Internal Medicine & Allergy 
James Booth, M.D. Orthopedic Surgery 

Eugene T. Monahan, M.D., Obstetrics and Gynecology 











N , DRS. EPPRIGHT, McCUISTION & SCHOCH 
Ralph C. Disch, M.D., G 1s k ’ BY 
Cativestne P. Chester, Saih., Eelants and Chiltven Ben R. Eppright, M. D. C. H. McCuistion, M. D. 
_— is ee Se oo laa Eugene P. Schoch, JT., M. D. 

’ wD. Di t 
Emmett R. Hamby b.D.S., General Dentistry oe, DERMATOLOGY & SYPHILOLOGY 

ae . akvep tant i i ° 
A. 8, Geicen, Me. Conentens in Sameer: Radium & X-Ra 
Betty Jane Irwin, R.N., Superintendent of Nurses 609 Capital National Bank Bldg. AUSTIN, TEXAS 






LANCASTER OFFICE, LANCASTER, TEXAS 











TELEPHONE (Toll) LANCASTER 6511 
David E. Krebs, M.D., Pediatrics & Medicine ROGER W. MANAR, M. D. 
James D. Fogleman, M.D., General Practice DERMATOLOGY 
POLK TERRACE OFFICE SUPERFICIAL X-RAY THERAPY 
1006 W. Camp Wisdom Rd. 
Jerome H. Arndt, M.D., General Practice 1400 Eighth Street Wichita Falls, Texas 








BEDFORD SHELMIRE, M. D. 









RISSLER-WOLLMANN CLINIC BEDFORD SHELMIRE, JR., M. D. 
ROSS W. RISSLER, M. D., F. A.C. C. DAVID S. SHELMIRE, M.D. 
i Dermatology 
(Certified by the American Board of Internal Medicine) X-Ray and Radium be ites Seahiessit ot 
in 





Malignancies 
INTERNAL MEDICINE — CARDIOLOGY 1410 Medical Arts Bldg. Dallas, Texas 


WALTER W. WOLLMANN, M. D., F. A. C. S. 
(Certified by the American Board of Surgery) 











DRS. PIPKIN & RESSMANN 
J. LEWIS PIPKIN, M. D. 
ARTHUR C. RESSMANN, M. D. 
GENERAL SURGERY DERMATOLOGY 
2001 Grant Ave. KE 3-1601 El Paso, Texas ene Sete Balicreneies 
714 Medical Arts Bldg. San Antonio, Texas 
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Cc. F. LEHMANN, M.D. 
Dermatology, Superficial 
X-ray and Radium Therapy 


218 Medical Professional Building 
McCullough at Cypress San Antonio 12, Texas 


(Hours by appointment) 
Phone:— CA 2-8791 


PORTER BROWN, M. D. 
WM. E. FLOOD, M. D. 
Dermatology and Syphilology 
Radium and X-Ray Therapy 


1106 Medical Arts Bldg. Fort Worth, Texas 


DUNCAN O. POTH, M. D. 
Practice limited to 
Dermatology and Syphilology 
1230 Nix Professional Bldg. 
San Antonio, Texas 


EVERETT R. SEALE, M. D. 


Dermatology 
Treatment of Skin Malignancies 


1217 Hermann Professional Bldg. Houston 25, Texas 


J. GILMORE BRAU, M.D. 
DERMATOLOGY — SYPHILOLOGY 
X-RAY and RADIUM THERAPY 


Hours 9 to 1 — 3 to 5 


3817 Brown Street Dallas, Texas 


J. FRANKLIN CAMPBELL, M. D. 
EDMUND N. WALSH, M. D. 


Dermatology and aypeieney. and treatment of 
Cancer 
Radium and X-Ray Therapy 


1410 Pruitt Street Fort Worth 4, Texas 


WILLIAM A. CLARK, M. D. 


Dermatology and Syphilology 
Radium and X-ray Therapy 


8407 Montrose Blvd. Houston, Texas 


EARL R. COCKERELL, M. D. 
DERMATOLOGY 
X-ray and Radium in the Treatment of 
Skin Malignancies 


1442 N. 3rd St., Abilene, Texas 


THOMAS L. SHIELDS, M. D. 
Dermatology and Syphilology 
X-Ray and Radium Therapy in the 
treatment of Skin malignancies 
Hours 9 to 1—3 to 5 


1216 Pennsylvania Ave. Fort Worth, Texas 
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HOLMAN TAYLOR, JR., M. D. 
Practice limited to 
DERMATOLOGY and SYPHILOLOGY 
X-Ray and Radium Therapy 
1521 Hermann Professional Bldg. Houston, Texas 
Leslie M. — M.D. H. D. Garrett, M.D. 


John C. Wilkinson, M.D. 
DRS. SMITH, GARRETT & WILKINSON 


Dermatology and Syphilology 
X-Ray and Radium in the treatment of skin malignancies 


Medical Center, 1501 Arizona El Paso, Texas 


WALTER B. MANTOOTH, JR., M. D. 
Dermatology, Syphilology, and Cancer of the Skin 


3801 19th St., Suite 101 Lubbock, Texas 


M. W. HARRISON, M. D. 
Dermatology 
Treatment of Skin Malignancies 


1507 Medical Arts Bldg. Houston, Texas 


RICHARD D. COLE, M. D. 
Dermatology and Syphilology 
Treatment of Skin Malignancies 
Methodist Medical Building 
1910 Knoxville Lubbock, Texas 


MARVIN E. CHERNOSKY, M.D. 
DERMATOLOGY AND SYPHILOLOGY 


834 Hermann Professional Building 


Phone JA 38-0292 Houston 25, Texas 


A Symbol 
to Support... 


American Medical 


Education Foundation 
535 N. Dearborn St., Chicago 10, Ill. 








ATTEND YOUR COUNTY 


THE BARSH X-RAY AND RADIUM CLINIC 
MEDICAL SOCIETY MEETINGS 


A. G. BARSH, M. D., F. A. C. BR. 


W. R. CASHION, M. D., D. A. B. R. 
%* Radiology 2010 Broadway 
RL ee ae 









Lubbock, Texas 









TOM B. BOND RADIOLOGICAL GROUP Gomeete Ce ED. 
Tom B. Bond, M. D., F. A. C. R. — = oe 7h 












Robert D. Moreton, M. D., F. A. C. R. RADIOLOGY 

H . Seh .D., F.A.C.R. Phone TE 8-4543 
anette S, SEAS. Dh Ae 109 Doctors Bldg. . Beaumont, Texas 
Oscar L. Morphis, M. D., D. A. B. R. 
Douglas E. Bibby, M. D., D. A. B. R. 
Claude Williams, M. D., D. A. B. R. THIS SPACE FOR SALE 

William H. Neil, M.D., D.A.B.R. 
815 Medical Arts Bldg. 1217 W. Cannon Ave. $5.00 PER ISSUE 


Fort Worth, Texas 





Royal Wertz, M. D., F. A. C. R. U. S. SAVINGS BONDS 
Capres Hatchett, Jr., M. D., D. A. B. R. 


W. Q. Budd, M. D., D. A. B. R. Buy them and keep them 
DRS. WERTZ, HATCHETT & BUDD 
Practice Limited to Radiology 


Amarillo, Texas 












DRS. CARLSON, BAREKMAN & PARNELL CECIL M. CRIGLER, M. D., F. A.C. S. 
Glenn D. Carlson, M.D., F.A.C.R. 


William H. Barekman, M.D., D.A.B.R. 
B. J. Parnell, M.D., D.A.B.R. 


X-RAY DIAGNOSIS 
X-RAY AND RADIUM THERAPY 






Practice limited to 
UROLOGY 


1519 Hermann Professional Bldg., Houston, Texas 


















RADIOISOTOPES 
THIS SPACE 
1221 Medical Arts Bldgycccccc.-c....sssoocccccc--sssesooee RI 1-3621 CE FOR SALE 
BR CMe Ty Oc ns sscsseecess ta LA 8-6197 
OSGi Gasien: Gee nc a et TA 3-9961 $5.00 PER ISSUE 


DALLAS, TEXAS 













DRS. SMITH, HARTMAN & MARTIN JOHN M. PACE, MV. D., M.S., F. A. C. S. 

ROBERT N. SMITH, JR., M. D., D. A. B. R. Certified American Board of Urology 

JOHN T. HARTMAN, M. D., D. A. B. R. UROLOGY 

fe eee te ie Suite 428 Medical Arts Building 

-Ray Diagnosis 
Cobalt” Betecy Sine ont atm Therapy Dallas 1, Texas 
loactive ine Uptake Studies Teleph Ra 7 
1616 Ed Carey Drive Harlingen, Texas pnenn Sannin ore 





A. KELLER DOSS, M. D., F. A.C. S. 
J. R. MAXFIELD, JR., M. D., M. A. C. R. simaune Gk enacts tate ait Witininis 


JACK G. S. MAXFIELD, M. D., M. A. C. R. Punctich Minteed to 
Radiological Center Urology 
Including Radioisotopes 201-202 Doctors Bldg. 


2711 Oak Lawn, Dallas 19 LA 6-6661 800 Fifth Avenue Fort Worth, Texas 














JO C. ALEXANDER, M. D. 
MAURICE C. ARCHER, M.D., D. A.B. R. PEARL BRING, M D. 
RADIOLOGY ELGIN W. WARE, JR., M. D. 
800 Fifth Avenue Doctors Building Urology 
Fort Worth, Texas EDison 2-3846 3707 Gaston Avenue Dallas, Texas 
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THE UROLOGY CLINIC 
1415 Pennsylvania Ave., Fort Worth 4, Texas 
Hub E. i Isaacks, A. B., B. S., M. D., F. A. C.S. 
Diplomate of American Board of Urology 
Delghus 8 Com mpere, M. D., M.S., F. A. C. S. 
American Board of f Urology 
“eaat F. Begley, A. B, M. D. 
n Board of Urology 


Diplomate of 


NORBORNE B. POWELL, M. D., F. A.C. S 
Diplomate of American Board of Urology 
Practice limited to 
UROLOGY 
830 Hermann Professional Bldg., Houston 25, Texas 


ROBERT F: THOMPSON, M.D., F.A.C.S. 
Certified by American Board of Urology 


UROLOGY 
Suite 301, University Towers, El Paso, Tex 
JAN R. WERNER, M. D., F. A.C. S 
Diplomate of American Board of Urology 


Practice limited to 
UROLOGY 


2307 West 7th Street 


EDWARD WHITE, M. D., F. A.C. S 


Diplomate of the American Board of Urology 


UROLOGICAL SURGERY 
523-5 Medical Arts Bldg. 


FIEL UROLOGICAL CLINIC 


Charles Fiel, M. D. 
Diplomate of American Board of Urology 
Practiee limited to 

UROLOGY 


8701 19th St. 


MICHAEL K. O’HEERON, M.D., F.A.C.S 


Diplomate American Board of Urology 
Houston 25, Texas 


1804 Medical Towers 


THIS SPACE FOR SALE 


$5.00 PER ISSUE 


VINCENT VERMOOTEN, M. A., M. D., F. A.C. 8 
(Diplomate of the American Board of Urology) 

Practice limited to 

GENITO-URINARY SURGERY 

Dallas 10, Texas 


3607 Gaston Avenue 


Amarillo, Texas 


Dallas, Texas 


Lubbock, Texas 


H. M. GIBSON, JR., M. D., F. A.C.S 
(Certified by American Board of Urology) 


Practice limited to 
UROLOGY 
512 University Towers Bldg. 1900 North Oregon St. 
Ph. KE 2-8130 & KE 3-4765 


El Paso, Texas 


S. P. R. HUTCHINS, M.D., F.A.C.S 
Diplomate American Board of Urology 


Practice Limited to Urology 
Houston 25, Texas 


1232 Hermann Prof. Bldg. 


THIS SPACE FOR SALE 
$5.00 PER ISSUE 


THIS SPACE FOR SALE 
$5.00 PER ISSUE 


VIRGIL A. PATE, JR., M.D., F.A.C.S 
Diplomate of American Board of Urology 


Practice limited to 
UROLOGY 
Abilene, Texas 


114 Professional Building 


THIS SPACE FOR SALE 
$5.00 PER ISSUE 


W. K. GREEN, M. D. 
Diplomate of American Board of Urology 
Practice Limited to 
UROLOGY 
404 N. Washington Odessa, Texas 


MARVIN GREER RAPE, M. 
Diplomate of American Board of Urology 


NEWTON F. McDONALD, M. D 


Diplomate of American Board of Urology 
Practice Limited To 
UROLOGY 


915 Medical Arts Bldg. 
H. L. LOBSTEIN, A.B., M.D., F.I.C.S 
MEDICAL AND SURGICAL UROLOGY 


Corner Coggin at Austin Avenue 
Brownwood, Texas 


Houston, Texas 


1819 Austin Avenue 
63 


TEXAS State Journal of Medicine, DECEMBER, 1960 





JOHN B. TRIBLE, M. D. 
Practice Limited to 
UROLOGY 


1625 Medical Arts Bldg., Houston 2, Texas, CA 2-7521 


It’s your professional privilege 
to replenish your ranks... 


Give to 
medical education 
through AMEF 


is 


AMEF 


American Medical 


Education Foundation 
535 N. Dearborn St., Chicago 10, Ill. 


%* Gastroenterology and Proctology 


CURTICE ROSSER, M. D. 
Diplomate American Board of Proctology 
Proctology 


Hours by appointment 
710 Medical Arts Bldg. Riverside 2-2858 
Dallas, Texas 


THE PROCTOLOGIC CLINIC 
Colon and Rectal Surgery 


Herbert T. Hayes, M. D. 
Harry B. Burr, M. D. 
W. Truett Melton, M. D. 


636 Hermann Professional Bldg. Houston 25, Texas 


ALVIN BALDWIN, JR., M. D., F. A. C. 8. 


Practice Limited to 
Diseases and Surgery of the Colon and Rectum 


714 Doctors Building 
Off. Tel. Victor-2573 


8707 Gaston Avenue 
Dallas, Texas 
Res. Tel. Emerson-4500 


HUGH C. WELSH, M. D. 
Proctology and Abdominal Surgery 


2715 Fannin Street Houston, Texas 


GEORGE M. UNDERWOOD, M. D., F. A. C. P. 


Diplomate of 
American Boards of Internal Medicine 
and Gastroenterology 
Dallas Medical and Surgical Clinic 
4105 Live Oak Street Dallas, Texas 
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JAMES J. GORMAN, M. D., F. A. C. P. 
Gastroenterology 
Gastroscopy 


701 First National Bank Bldg. 
El Paso, Texas 


Diagnosis 


JACK G. KERR, M. D., F. A. C. S. 
American Board Diplomate 
COLONIC AND RECTAL DISEASES 
1610 Medical Arts Bldg., Dallas, Texas 


LAWRENCE B. SHELDON, M. D., F. A. C. P. 
Gastro-enterology 


716 Medical Arts Building Dallas, Texas 


J. WADE HARRIS, M. D., F. A. C. S. 
P. C. A. SINGLETON, M. D. 
JAMES M. HAMPTON, M. D. 
Surgery of the Rectum and Colon 
406 Hermann Professional Bldg. 
Houston 25, Texas 


FRED COLBY, M. D. 
PROCTOLOGY 


714 Goodhue Bldg. Beaumont, Texas 


DRS. ROUSE, PATTERSON, BAILEY 
DOUGLAS, FISHER AND CHEARS 
1108 and 1414 Medical Arts Building, Dallas 


Gastro-enterology, Gastroscopy 
Esophagoscopy 
a O. Rouse, M.D. 


=. “an Douglas, M.D. 
. Crockett Chears, M.D. 


Cecil O. Patterson, M.D. 
Herbert A. Bailey, M.D. 
John W. Fisher, M.D. 


AUGUSTUS A. HALL, M.D., F.A.C.P. 
Gastroenterology 
Gastroscopy Esophagoscopy 
222 Medical Professional Building 
San Antonio 12, Texas 


HUGH BEATON, M.D., F.I.C.S. 


Diplomate American Board of Proctology 


Practice Limited to 
Surgery of the Rectum 


1316-18 Medical Arts Building 
Office EDison 2-8929 Fort Worth, Texas 


THIS SPACE FOR SALE 
$5.00 PER ISSUE 
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Support A. M. E. F. 


* Clinical Laboratories 


MARVIN D. BELL, A. B., M. D. 
Clinical Pathology 


1109 Medical Arts Bldg. Dallas, Texas 


SANDERS DIAGNOSTIC LABORATORY 


General and Surgical Pathology, Clinical 
Pathology, Hematology, Serology, 
Bacteriology, Biological Chem- 
istry and Endocrinology 


1526 Medical Arts Building Houston, Texas 
Cc. B. SANDERS, M. D., Director 


A. B. CAIRNS, M. D. 

ROBERT T. BRYAN, M. D. 
GERARD NOTEBOOM, M. D. 
Diplomates American Board of Pathology 
3511 Fairmount Methodist Hospital 
Dallas, Texas Dallas, Texas 


FORT WORTH MEDICAL LABORATORIES 
John J. Andujar, M. D., F. C. A. P., Pathologist 
Francis E. Council, M. D., F.C. A. P., Consultant 
1404 Pennsylvania Avenue 
Fort Worth, Texas 
EDison 6-7137 P. O. Box 1118 
R. H. CHAPPELL, M. D. 


Diplomate American Board of Pathology 
Pathologic Anatomy Clinical Pathology 


Wadley Building 
Texarkana, Arkansas-Texas 


BROWN & ASSOCIATES MEDICAL LABORATORY 


Tissue Pathology, Exfoliative Cytology, Hematology, 
Serology, Clinical Chemistry, Bacteriology 
and Parasitology 


Wilson G. Brown, M.D. George V. Miller, M.D. 
Walter G. Olin, M.D. John R. Thomas, M.D. 
S. J. Skinner, M.D. 
Diplomates American Board of Pathology 
165 Hermann Professional Bldg., JA 6-4031 
Houston 25, Texas 


PILCHER-SISSON LABORATORY 
PATHOLOGY - CLINICAL PATHOLOGY 
John Pilcher, M.D., F.C.A.P. 
James H. Sisson, M.D. 
2465 Medical Center Corpus Christi, Texas 
Phone TUlip 4-4885 P. O. Box 5416 
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JOHN L. WALLACE, M. D. 
EXFOLIATIVE CYTOLOGY 


P. O. Box 11435 Fort Worth, Texas 


Phone WA 4-2451 
Mailing Containers on Request 


DR. PREUSS PATHOLOGY LABORATORY 
Exfoliative Cytology and 
Surgical Pathology 
FRED S. PREUSS, M.D., F.C.A.P. 
3607 Gaston Ave., Dallas, 10 TA 38-6912 
Mailing containers on request. 


HOUSTON 
EEG LABORATORY 
3200 Caroline St. 

Houston, Texas Pasadena, Texas 
JA 9-4641 GR 2-6523 
ELECTROENCEPHALOGRAMS ONLY 
John E. Skogland, M.D., Ph.D., Director 


PASADENA 
EEG LABORATORY 
624 S. Tatar St. 


DRS. RACE, CRASS, SHAW, and NICKEY 
PATHOLOGISTS’ 


BIO-MEDICAL LABORATORIES 


Exfoliative Cytology, Surgical Pathology, Clinical 
Lab Procedures, Forensic Pathology, & Hormone Chemistry 


George J. Race, M.D., M.S., F.C.A.P. 


Wm. M. Nickey, Jr., M.D. 
Gwendolyn Crass, M.D. 


Marie L. Shaw, M.D. 
Diplomates of the American Board of Pathology 


300 Medical Tower Bldg. 
712 N. Washington 
Dallas 10, Texas 

Phone TAylor 4-1258 


Mailing Containers 
on Request. 


NUCLEAR MEDICINE LABORATORIES 
OF TEXAS 


6411 South Main Street 
Texas Medical Center 
Houston 25, Texas 
Completely equipped radioisotope laboratory for 
diagnostic radioactive tests in: 


Hematology, Thyroidology, Endocrinology, 
Gastroenterology, Cardiology, Neurology, Neuro- 
Surgery, Urology, Ophthalmology and . 
Obstetrics-Gynecology 


Herbert C. Allen, Jr., M.D., Director 
JAckson 4-7242 


LIND & HILL PATHOLOGY LABORATORY 


Clinical Pathology Anatomic Pathology 


Serology 
Bacteriology 
Biochemistry 
Endocrinology 


Surgical Pathology 
Hematology 

Cytology 

Medicolegal Consultation 


C. J. Lind, Jr..M.D. Wm. T. Hill, M. D. 
Diplomates of the American Board of Pathology 
704 The Medical Towers Houston 25, Texas 




















ANATOMICAL AND CLINICAL PATHOLOGY, INC. 
C. D. Fitzwilliam, M.D., F.C.A.P. 
Diplomate American Board of Pathology 
Exfoliative Cytology 
Surgical and Clinical Pathology 
Radioactive Isotopes 


109 Doctors Bldg., 800 Fifth Ave., Ft. Worth, Texas 
ED 2-9437 ED 5-5297 
Mailing Containers on Request 


Attend Your 
County Medical Society Meetings 





¥%* Nervous and Mental Diseases 


GILES W. DAY, M. D. 

(Fomerly Superintendent and Medica! Director 
Galveston State Psychopathic Hospital) 
Mental and Functional Nervous Diseases 
Consultation by appointment 


910 Sth Ave. Fort Worth, Texas 


Phone EDison 2-1677 






Arthur J. Schwenkenberg, M.D. 
Joseph L. Knapp, M.D. 
Jackson H. Speegle, M.D. 
Fred H. Jordan, M.D. 
Henry P. Hare, Jr., M.D. 
Ludlow M. Pence, M.D. 
Practice limited to 


NEUROLOGY PSYCHIATRY 
Beverly Hills Clinic and Sanitarium 
210 N. Westmoreland St. 
WHitehall 3-4651 


Dallas, Texas 


LUDLOW M. PENCE, M. D. 
Practice limited te 
Neurology and Epilepsy 
210 N. Westmoreland Dallas 11, Texas 
WH 38-4651 





STEPHEN WEISZ, M. D. 


Practice Limited to 
NEUROLOGY and PSYCHIATRY 

1637 Medical Arts Bldg.. 
Riverside 7-5183 


Dallas, Texas 


GEORGE WILLIAM DAVIS, JR., M.D. 


1414 Hermann Professional Building 


Houston 25, Texas 
JAckson 2-6666 


Psychiatry 







THIS SPACE FOR SALE 
$5.00 PER ISSUE 






MELBOURNE J. COOPER, M. D. 
JEAN HEAD COOPER, M. D. 
RUSSELL G. WALLING, M. D. 


Psychiatry, Neurology, and Counseling 
Outpatient-Electric Convulsive Therapy 
211 Richmond Avenue, San Antonio 2, Texas 


CApitol 6-1403 CApitol 7-6331 
Perry C. Talkington, M.D. 
Charles L. Bloss, M.D. 
Howard M. Burkett, M.D. 
James K. Peden, M.D. 

Jerry M. Lewis, Jr., M.D. 
Ward G. Dixon, M.D. 
Claude.L. Jackson, M.D. 
Belvin A. Simmons, M.D. 

E. Clay Griffith, M.D. 
practice limited to 
NEUROLOGY AND PSYCHIATRY 
4645 Samuell Blvd., Dallas, Texas 
EVergreen 1-1181 
Timberlawn Sanitarium 
4600 Samuell Blvd., Dallas, Texas 

EVergreen 1-2121 





THIS SPACE FOR SALE 
$5.00 PER ISSUE 





* Physical Medicine 
and Rehabilitation 


a ee Ee 
VANN S. TAYLOR, M.D. 


Diplomate American Board of Physical Medicine 
and Rehabilitation 


Physical Medicine and Rehabilitation 
Neuromyology — Electromyography 
222 Medical Tower 712 N. Washington Ave. 
TAylor 6-6026 Dallas 10, Texas 


OSCAR O. SELKE, JR., M.D. 
JAMES R. OATES, M.D. 


Diplomates, American Board of Physical Medicine 
and Rehabilitation 


Physical Medicine and Rehabilitation 
Rheumatology — Electromyography 
615 Hermann Professional Bldg. Houston 25, Texas 


DAVID HOEHN, M.S., M.D. 


Physical Medicine and Rehabilitation 
Rheumatology — Electromyography 


800 Fifth Ave. 
EDison 5-3725 


Doctor’s Building 
Fort Worth 4 


* Nuclear Medicine 


HERBERT C. ALLEN, JR., M.D. 
Practice Limited to 
NUCLEAR MEDICINE 


JAckson 4-7242 
100 Hermann Professional Bldg. 
Houston 25, Texas 
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CLASSIFIED 


® Rates: $3.50 per issue for fifty words or less, 
payable in advance. 


® Deadline for space reservations and copy is the 
first of the month preceding issue. Send copy to 


the Advertising Manager, 1801 North Lamar 
Blvd., Austin, Texas. 


Advertisers using Box Numbers forbid the dis- 
closure of their identity. All inquiries will be for- 
warded to them immediately. 


%* Physicians Wanted 


WANTED—EENT department head in six-doctor clinic in 
Central Texas. Ophthalmologist preferable. Board certification 
desirable, not necessary. Address Box 878, care Texas State Jour- 
nal of Medicine, 1801 North Lamar Blvd., Austin, Texas. 


WANTED—General practitioner for established practice of 
deceased physician. Office available in good clinic. Equipment 
for reasonable rental or purchase. Location: prosperous south- 
east Texas town of 3,400, large trade area, near Houston, San 
Antonio, Austin. Details supplied. Write Box 245, Texas State 
Journal of Medicine, 1801 North Lamar Blvd., Austin, Texas. _ 


WANTED: Internist to join old established group in town 
of 10,000 population in West Texas. Need not be Board certified 
but with adequate residency training. Write Box 301, Texas 


— Journal of Medicine, 1801 N Lamar Blvd., Austin, 
‘exas. 


WANTED: Surgeon to join old established group in town of 
10,000 population in West Texas. Need not be Board certified 
but with adequate residency training. Write Box 302, Texas 


— Journal of Medicine, 1801 North Lamar Blvd., Austin, 
‘exas. 


PEDIATRICIAN—Excellent opportunity for Pediatrician to 
lease space in beautiful new medical building, now housing 8 
physicians and dentists in Odessa, Texas, population 96,000. All 
independent doctors, not a group, no other pediatrician within 
2 miles. For information and brochure write or call D. C. Har- 
rill, 1818 East 8th Street, FE 2-1401, Odessa, Texas. 


NEED E.N.T. SPECIALIST—Prefer a man who is an indi- 
vidualist and would enjoy a practice in newly built area. 35,000 
population within 1 mile radius of medical center building (not 
a clinic). For information and brochure write or call D. C. Har- 
rill, 1818 East 8th Street, FE 2-1401, Odessa, Texas. 


EXCELLENT OPPORTUNITY FOR UROLOGIST—Suite 1, 


the best located offices in the Center. If you would like to prac- 
tice in a town of 100,000 residents with the town still growing, 
contact D. C. Harrill at 1813 East 8th Street, Phone FE 2-1401, 
Odessa, Texas. 


WANTED—General Practitioner for well-established practice 
of Samuel Perlman, M.D., deceased. Complete clinic, thoroughly 
equipped, for lease or purchase. Location: Carthage, Texas, 
population, 6,000. Large trade area. Contact Mrs. Samuel Perl- 


man, 404 N. St. Mary, Carthage. Phones: Oxford 3-4861 or 
Oxford 3-6290. 


EXCELLENT OPPORTUNITY for young doctor interested in 
general practice. Four-man clinic with vrivate hospital. Town 
of 5,000 with trade territory of 12,000. Contact Bowie Clinic, 
Box 270, Bowie, Texas, Phone TR 2-1121. 


PHYSICIAN NEEDED for complete practice to be available in 
June, excellently equipped, in Wallis, Texas, 40 miles west of 
Houston. Well-established practice would be fine opportunity for 
right person. If interested please reply to Box 871, Texas State 
Journal of Medicine, 1801 North Lamar Blvd., Austin, Texas. 


OPPORTUNITY FOR YOUNG DOCTOR. Here’s a very un- 
usual opportunity for a young doctor (preferably 35 or under), 
who would like to live in Dallas and enjoy the benefits of 
being associated with one of the fastest growing life insurance 
companies. (Now almost Three Billion life insurance in force.) 
Rapid increase in new business necessitates additional medical 
services in the Underwriting Division. Salary open and dependent 
on experience and desire to grow with the company. Numerous 
fringe benefits and unusually pleasant working conditions. All 
replies held confidential. Address your inquiry to John Thomas, 
Vice President and Personnel Director; Republic National Life 
Insurance Company; Dallas, Texas. 
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PSYCHIATRY RESIDENCY, three-year approved. 1250-bed 
hospital closely affiliated with Baylor University College Medi- 
cine. 400-bed acute psychiatric service; includes female ward, 
neurology, consultation service, follow-up clinic, Mental Hygiene 
Clinic. Extensive research facilities. Salary $3495-$4475; career 


program $6995-$10,635. A. D. Pokorny, M. D., V. A. Hospital, 
Houston, Texas. 


ANESTHESIOLOGY—Opening for resident in Anesthesiology 
in an active, approved program. Department of 5 full-time anes- 
thesiologists. Eligibility for Lilinois licensure required ; beginning 
stipend $400 monthly. Contact Dr. Wm. DeWitt, Department of 
Anesthesiology, St. Joseph’s Hospital, Joliet, Illinois. 


VETERANS ADMINISTRATION 449-bed GM&S hospital ur- 
gently needs: Assistant Surgeon-preceptorship available; Chief 
of Medicine-Board Certified; Chief, EENT-Board Certification 
not required. Salary range: $10,635-$15,030 plus 15% for board 
certification. Liberal fringe benefits, mild climate. Apply: Man- 
ager, VA Hospital, Kerrville, Texas. 


WANTED: GENERAL SURGEON — Under 35; Protestant; 
board certification desirable, not necessary. Guarantee $12,000 
first year, leading to partnership in Central Texas clinic. Con- 


tact Box 405, Texas State Journal of Medicine, 1801 North 
Lamar Blvd., Austin, Texas. 





WANTED—General practitioner to take over well-established 
practice, town in Northwest Texas; population of town 2500, 
6000 in county. Open staff county-maintained hospital. Gross 
averages over $40,000 annually. Laboratory technician and re- 
ceptionist-secretary will remain if desired. Reason for leaving: 
taking residency. All equipment may be bought, leased, or rented 
on percentage basis. Reply to Box 406, Texas State Journal of 
Medicine, 1801 North Lamar Blvd., Austin, Texas. 





WANTED—Pediatrician in new modern clinic in Northeast 
Dallas (population about 50,000); located in one of the fastest- 
growing parts of Dallas County. There is no Pediatrician in this 
area. One Pediatrician left for the service and the second one 
for further training. Please reply to Box 407, Texas State Jour- 
nal of Medicine, 1801 North Lamar Blvd., Austin, Texas. 





HOUSTON: Excellent opportunity for pediatrician in north- 
west metropolitan Houston. Two successful practices being dis- 
continued. One due to illness, the other for more graduate study. 
Spacious offices near hospitals. Reply to Box 409, Texas State 
Journal of Medicine, 1801 North Lamar Blvd., Austin. 


OPPORTUNITY FOR PEDIATRICIAN—Co-tenant, or associ- 
ation and possibility of partnership, with Board Certified pedia- 
tricians, in modern centrally heated and air-conditioned one- 
story semi-fireproof brick building, on Montrose Boulevard, Hou- 
ston, Texas, with large off-street parking area. Clinic is com- 
pletely furnished and equipped. Staffs of nursing, laboratories, 
and business departments are experienced and well organized. 
Complete clinical and x-ray laboratories in building. No financial 
investment required. All expenses, above a minimum, prorated 
according to volume of practice performed. For further infor- 


maticn call Houston, telephones JAckson 3-1626 or UNderwood 
2-9160. 





WANTED — General practitioner, group practice, six-doctor 
clinic, hospital adjoining. Freeport Medical & Surgical Clinic, 
304 West Broad Street, Freeport, Texas. 


PHYSICIAN WANTED: Good location in Central Texas for 
general practitioner. My practice will be vacated January Ist, 
1961. Excellent hospital facilities available. Heavy practice im- 
mediately. Reply to Box 413, Texas State Journal of Medicine, 
1801 North Lamar Blvd., Austin, Texas. 


INTERNIST NEEDED in 1961. Two well-established general 
practitioners starting a clinic with pediatrician to be opened 
about February of 1961 in South Texas town of 170,000. Finan- 
cial arrangements are open. To work in full partnership and 
ownership for a compatible person. Board eligibility desired. 
Military obligation completed. Please give personal and profes- 
sional data in reply. Reply to Box 415, Texas State Journal of 
Medicine, 1801 North Lamar Blvd., Austin, Texas. 


WANTED IMMEDIATELY: Physician to assume thriving 
General Practice in San Antonio; guaranteed salary—one year 
contract with possibility of association—subsequently due to ill- 
ness, I must withdraw from practice for the next several months. 


Write to me for more details. J. E. Reveley, M.D., 2915 South 
Fresa Street, San Antonio, Texas. 


WANTED: General practitioner or specialist to share 1800 
square foot clinic building with dentist. Partitions to suit. Low 
rent makes space ideal for young doctor in growing east Dallas. 
Contact Billy G. Shaw, D.D.S., 4006 Urban Avenue, Dallas 27, 
Texas. EV 1-1272. 


WANTED: Associate, general practice and surgery. South- 
Central Texas town. 4500 square feet fully equipped air condi- 
tioned clinic. Salary open. Reply to Box 416, Texas State Journal 
of Medicine, 1801 North Lamar Blvd., Austin, Texas. 


WANTED: Pediatrician to fill vacancy in Pediatric Depart- 
ment of well established twenty man clinic Northwest Texas 
city of 100,000 population. Full partnership is mutually agree- 
able after two years salary affiliation. Reply to Box 417, Texas 


State Journal of Medicine, 1801 North Lamar Blvd., Austin, 
Texas. 
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%* Situations Wanted 


SITUATION WANTED, OPHTHALMOLOGIST: Young, mar- 
ried, board certified. Excellent training and references. Desires 
association with another ophthalmologist or clinic group. Prefer 
Oklahoma, Texas, or Louisiana. Write Box 323, Texas State 
Journal of Medicine, 1801 North Lamar Blvd., Austin, Texas. 


OPTHALMOLOGIST — 31, family, veteran. Available July, 
1961. Interested in opportunity for solo, group, or association 
practice in Central Texas. Houston area preferred, however other 
areas considered including smaller communities in need of an 
ophthalmologist. Write Box 397, Texas State Journal of Medi- 
cine, 1801 North Lamar Boulevard, Austin, Texas. 


SITUATION WANTED: Pediatrician. Finishing second year 
of pediatric residency in June 1961. Desires a solo practice or 
association with another pediatrician preferably in a city of 
100,000 population or over. Reply to Box 410, Texas State Jour- 
nal of Medicine, 1801 North Lamar Blvd., Austin, Texas. 





SITUATION WANTED: American Board Radiologist would 
like to relocate in Texas or other southern state. will consider 
all offers. Licensed in Texas and four other states. Reply to 
Box 414, Texas State Journal of Medicine, 1801 North Lamar 
Blvd., Austin, Texas. 


¥*& For Sale or Exchange 


FOR SALE: Complete library of Medical Books. Some are of 
recent date. Write to Box 359 Texas Journal of Medicine, 1801 
North Lamar Blvd., Austin, Texas. 





OFFICE SPACE FOR RENT in medical-dental building. Now 
available for occupancy. Plenty of parking space. For informa- 
tion contact: Cicero Floyd, 720 E. Main, Grand Prairie, Texas, 
or phone Office: AN 2-2626, Residence: AN 2-1879. 


FOR SALE: 100 M.A. X-Ray with all accessories needed. 
Cosettes, developing tank, wall holders, etc. Fluoroscopy and 
bucky included. Some office equipment for sale. Contact Rex 
Davis, M. D., Sweeney, Texas. 


FOR SALE—Desirable general practice now netting over 
$25,000 per year. Practice is primarily surgery and obstetrics, 
with some medicine and pediatrics. Situated in a modern clinic 
with complete x-ray and laboratory. All administrative details 
handled by business manager. Six doctors in clinic rotate calls, 
cover for days off, week-ends, and vacations. Combines solo 
with group practice advantages. City is 125,000-150,000 on 
Texas Gulf Coast with finest schools, churches, social and recre- 
ational facilities available. Physician leaving for residency 
January 1961, will introduce new physician. Attractive invest- 
ment situation available if interested, but no immediate cash 
outlay necessary. A real opportunity to practice in a wonderful 
atmosphere, with the finest facilities, maximum time off with 
good income. Reply to Box 383, Texas State Journal of Medi- 
cine, 1801 North Lamar Blvd., Austin, Texas. 






FOR SALE: 95 acres—excellent farm and ranch land: Travis 
County. Seven miles from Austin city limits on Highway East 
71. Mineral rights intact. $215 per acre. Contact owner, A. L 
Fogle, 2912 Perry Lane, Austin, Texas, HO 5-8611. 


FOR SALE at College Station, Texas, south side. Fully 
equipped office building. Excellent location. Two thousand square 
feet of air-conditioned, centrally heated office space. Practice 
largely unopposed. Two open staff hospitals in Bryan, five miles 
from office. Priced well below appraised value. Write Dr. E. E. 
Holt, 210 Medical Arts Bldg., Fort Worth 2, Texas. 


MONTROSE BOULEVARD LOCATION AVAILABLE—In a 
centrally heated and air-conditioned semi-fireproof one-story 
brick building, with large paved off-street parking area. Space 
suitable for three physicians, now occupied by only two. Com- 
pletely furnished and equipped, with experienced and well-organ- 
ized staff. Modern clinical and x-ray laboratories in building 
at service of the leasing physicians. Rental figure moderate. 
For further information call Houston, JAckson 9-4233 or UN- 
derwood 2-9160. 















FOR SALE—Well-equipped brick office building of fireproof 
construction, paved parking lot and lucrative general practice 
in Baytown, Texas. Owner retiring after 35 years practice in 
area, which has excellent hospitals serving 60,000 people. Local 
industries have current monthly payroll of $4,000,000.00, with 
continued expansion and new industries planned for future. Won- 
derful opportunity for competent General Practitioner, Urologist 
or Internist. Write P. O. Box 3150, Baytown, Texas. 


BIG SAVINGS ON “RETURNED-TO-NEW” and _ surplus 
equipment. Reconditioned, refinished, guaranteed. X-RAY, exam- 
ining tables, autoclaves, ultrasonics, diathermies, OR tables, OR 
lights, and more. Largest stock in the Southwest. TEX-RAY CO., 
3305 Bryan, Dallas. (Open to the profession Wednesdays, Thurs- 
days, 9-5. Other hours by arrangement.) 
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FOR SALE, LEASE OR RENT IN SOUTHEAST HOUS- 
TON—Completely equipped offices, treatment rooms, X-ray 
EKG, diathermy and laboratory. 1500 square feet. Arranged for 
1 to 3 doctors. Arthur B. Tashnek, M. D., 1411 Medical Towers 
Houston, JA 8-4121. 


FOR SALE: Medical Arts Building and Pharmacy, Texas City 
50,000 population, downtown corner, entire space occupied. Bric} 
structure, 3 floors and basement, 7.000 square feet, elevator, air. 
conditioned, adjacent parking. $150,000 cash. More complete in 
formation by writing to Box 416, Texas State Journal of Medi 
cine, 1801 North Lamar Boulevard, Austin. 





* Miscellaneous 
Re ae oe ee 


ARTIFICIAL KIDNEY AVAILABLE FOR USE by any pa- 
tient who needs it is announced by the Department of Urology 
St. Joseph’s Hospital, Houston, Texas. The new travenal twin 
coil type apparatus is suited for acute, chronic diseases of rena! 
nature. Interested physicians may contact Michael K. O’Heeron 


= D., F. A. C. S., Chairman, 1804 Medical Towers, Houston 25, 
‘exas. 


10 ROOM CLINIC: Physician needed to take over established 
practice in 10-room clinic in Central Texas Community, popula- 
tion 3,000. Will sell, lease or finance if interested. Contact 
Mrs. Robert Cumming, 217 South Madison, McGregor, Texas. 


WANTED to buy small private clinic-hospital or equal interest 
in same in association with others by young G.P. with seven 
years experience of private practice. Reply to Box 408, Texas 
State Journal of Medicine, 1801 N. Lamar Blvd., Austin, Texas. 


IDEAL MEDICAL LOCATION 


In Growing Medical Area 


Group Practice—Wanted two physicians, either 
specialist or G.P., to join physician. 


Established practice in new modern clinic, 
Waco, Texas 

No capital needed. Reasonable lease. 

Room for expansion. 

Build good practice in short time. 

Space immediately available over 1,000 sq. ft. 


For information write or call: Dr. Jack Fischer 
211 W. 10th, Dallas 
WH 6-3663 





U. S. SAVINGS BONDS 
Buy them and keep them 





RADIUM 


(Including Radium Applicators) 


For All Medical Purposes 


Est. 1919 


Quincy X-Ray & Radium Laboratories 


(Owned and Directed by a Physician-Radiologist) 
HAROLD SWANBERG, B. S., M. D., Director 
W. C. U. Bldg. Quincy, Illinois 
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Positive 


Antithrombotic 


Therapy 


As you read this, your blood is kept in normal 


state of flow by endogenous heparin. 


When antithrombotic therapy is indicated, 
LIPO-HEPIN reproduces normal physiologic 


anticoagulation. 


Of increasing importance is the ability of 
LIPO-HEPIN to alter the physiochemical state of 
serum lipids, a suspect in the most recent 

concept of atherosclerotic disease and resulting 


vascular occlusion. 


LIPO-HEPIN 


heparin sodium, U.S.P., aqueous for intravenous or subcutaneous use 


D 
(Ke Northridge, California 
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For the 
multi-system disease 


HYPERTENSION 


Hydroflumethiazide « 


. 


In each SALUTENSIN Tablet: 


Saluron® (hydroflumethiazide ) — 
a saluretic-antihypertensive 


Reserpine —a tranquilizing drug with 


peripheral vasorelaxant effects .............seseeseee 0.125 mg. 


Protoveratrine A—a centrally mediated 
MIE eissicicsisisscpicckencicadecobionalenia auacenuanenen 





Reserpine ¢ Protoveratrine A 


An integrated multi-therapeutic 
antihypertensive, that combines in balanced pro- 


portions three clinically proven antihypertensives. 


Comprehensive information on dosage and precautions 


in official package circular or available on request. 


BRISTOL LABORATORIES « Syracuse, New. York 


pe ee 


Oe ne al 





THE NEW DUNCAN MEMORIAL HOSPITAL 
A Division of The Edna Gladney Home 
Unmarried expectant mothers furnished complete, confi- 

ith licensed 


2306 Hemphill Fort Worth, Texas Phone WA 3-8257 





THE CARMAN SANATORIUM, INC. 


* aN a 
x \ 7 P 


eee 


For the Treatment and Education of Tuberculosis Patients 
H. Frank Carman, M. D., F. A. C. P., Medical Director 
Mary Lou Sowell, Superintendent 
2410 North Haskell 

Dallas, Texas 


830 Medical Arts Building 


Turner's Clinical & 
X-Ray Laboratories 


Medical Center 


El Paso, Texas 


w 


SURGICAL PATHOLOGY 
CLINICAL PATHOLOGY 
RADIOLOGY 


DELPHIN von BRIESEN, M. D. 


HELEN W. ANDERSON, M. D. 


w 
GEORGE TURNER, M. D. 


HOUSTON 
“CONVENIENCE” 


1215 Walker 


Houston, Texas 


For the convenience of Doctor to Patient and Patient to Doctor. 
Why not locate in the center of population? With all conven- 


iences at hand. 
Modern office space. 


New modern 100 bed Hospital on three floors of building. 
Bowser type mechanical parking garage with surplus parking 


capacity. 


Good transportation in all directions. 


ALL AVAILABLE AT 
MEDICAL ARTS BUILDING 
MEDICAL ARTS HOSPITAL 

MEDICAL ARTS GARAGE 
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In over five years 


Proven 


in more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


1 simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


Milltown: 


meprobamate (Wallace) 
Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets. 
Also as MEPROTABS* — 400 mg. unmarked, coated tablets; and 
as MEPROSPAN® — 400 mg. and 200 mg. continuous release capsules. 


@ WALLACE LABORATORIES / Cranbury, N. J. 





tof clinical use... 


...for the tense and nervous patient 


Despite the introduction in recent years of “new and different’’ tranquil- 
izers, Miltown continues, quietly and steadfastly, to gain in acceptance. 
Meprobamate (Miltown) is prescribed by the medical profession more than 
any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug. Its few side 
effects have been fully reported. There are no surprises in store for either 
the patient or the physician. 





NEW analgesic 








stops tension 


For neuralgias, dysmenorrhea, upper respiratory 
distress, postsurgical conditions...new compound 
kills pain, stops tension, reduces fever—gives more 
complete relief than other analgesics. 


Soma Compound is an entirely new, totally dif- 
ferent analgesic combination that contains three 
drugs. First, Soma: a new type of analgesic that 
has proved to be highly effective in relieving 
both pain and tension.” Second, phenacetin: 
a “standard” analgesic and antipyretic. Third, 


NEW NONNARCOTIC ANALGESIC 


caffeine: a safe, mild stimulant for elevation of 
mood. As a result, the patient gets more complete 
relief than he does with other analgesics. 

Soma Compound is nonnarcotic and nonad- 
dicting. It reduces pain perception without im- 
pairing the natural defense reflexes.” 


scored tablets. 


® Composition: Soma (carisoprodol), 200 mg.; 
j phenacetin, 160 mg.; caffeine, 32 mg. 
Dosage: 1 or 2 tablets q.i.d. 
Supplied: Bottles of 50 apricot-colored, 


NEW FOR MORE SEVERE PAIN 


soma (ompound: codeine 


BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Compound boosts 
the effectiveness of codeine. Therefore, only % grain of codeine phosphate 
is supplied to relieve the more severe pain that usually requires %2 grain. 
Composition: Same as Soma Compound plus %4 grain codeine phosphate. 


Dosage: 1 or 2 tablets q.i.d. 


Supplied: Bottles of 50 white, lozenge-shaped tablets; subject to Federal Narcotics Regulations. 


WALLACE LABORATORIES + Cranbury, N. J. 


*References available on request. 





Free Wesson rec 


Diet or Drugs? 


In the long term control of serum cholesterol, 
dietary therapy can achieve the objective in the manner most 
closely approximating physiological norm. 


The long term control of elevated serum cholesterol through changes in the dietary 
pattern of the patient puts nature’s own process to work most effectively to achieve 
the objectives of treatment. Here are the beneficial features of dietary therapy: 


Offers a solution to the related problems of obesity. 


Involves little or no added expense to the patient. 


May be used with complete safety. 


Produces no adverse side effects. 


Preferable for the long-term management of a chronic condition. 


Brings about reduction of serum cholesterol through physiological 
processes, as yet not fully understood. 


Does not usually generate new compounds in the blood, 
thus helping the doctor make a more accurate analysis 


of blood serum cholesterol. 


Elevated serum cholesterol has now been linked 
to an imbalance in the ratio of the type of fat 
in the diet. Reductions in cholesterol levels have 
been achieved repeatedly, both in medical re- 
search and practice, through the control of 
total calories and through the replacement of 


pes for delicious main dishes, desserts 


eT 


an appreciable percentage of saturated fat by 
poly-unsaturated vegetable oil. 

An important measure in achieving replace- 
ment is the consistent use of poly-unsaturated 
pure vegetable oil in food preparation in place 
of saturated fat. 


ur patients. Request quantity needed fror 


Poly-unsaturated Wesson is unsurpassed by any 
readily available brand, where a vegetable (salad) oil is medically 
recommended for a cholesterol depressant regimen. 





\ 
Wesson is poly-unsaturated \. . never hydrogenated 


More acceptable to patients. Wesson is preferred 
for its supreme delicacy of flavor, increasing the 
palatability of food without adding flavor of its own. 


Uniformity you can depend on. Wesson has a poly- 
unsaturated content better than 50%. Only the 
lightest cottonseed oils of high iodine number are 
selected for Wesson, and no significant variations 
-are permitted in the 22 exacting specifications 
required before bottling. 


Economy, Wesson is consistently priced lower than 
the next largest seller. 





W Orleans 12, La 


WESSON’S IMPORTANT CONSTITUENTS 
Wesson is 100% cottonseed oil... winterized and of selected quality 


Linoleic acid glycerides (poly-unsaturated) vesesererene DO55% 
Oleic acid glycerides (mono-unsaturated. . 
Total unsaturated 
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CHLOROMYCETIN 


chloramphenicol, Parke-Davis 
IN VITRO SENSITIVITY OF COAGULASE-POSITIVE STAPHYLOCOCCI TO CHLOROMYCETIN FROM 1955 TO 1959* 


1955 ERS 
1956 tes 
EL 96% 
LL EK RS 

1959 he 


These sensitivity tests were done by the disc method on 310 strains of coagulase-positive staphylococci. Strains were isolated from 
patients seen in the emergency room. It should be noted that among inpatients, resistant strains were considerably more prevalent. 


*Adapted from Bauer, A. W.; Perry, D. M., & Kirby, W. M. M.: J.A.M.A. 173:475, 1960. 10360 
CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, including Kapseals® of 
250 mg., in bottles of 16 and 100. 

CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been associated 
with its administration, it should not be used indiscriminately or for minor 

PARKE-DAVIS infections. Furthermore, as with certain other drugs, adequate blood studies 
PARKE, DAVIS & COMPANY - dETROIT 32. wicniGan Should be made when the patient requires prolonged or intermittent therapy. 








IN COLDS AND SINUSITIS— 


THE RIGHT AMOUNT OF “INNER SPACE” 
RIGHT AWAY Neo-Synephrine hydrochloride relieves the boggy 


feeling of colds immediately and safely, without 
causing systemic toxicity or chemical harm to nasal 
membranes. Turbinates shrink, sinus ostia open, 
ventilation and drainage resume, and mouth-breath- 
ing is no longer necessary. 


Gentle Neo-Synephrine shrinks nasal membranes 
for from two to three hours without stinging or 
harming delicate respiratory tissues. Post-thera- 
peutic turgescence is minimal. Neo-Synephrine does 
not lose its effectiveness with repeated applications 
nor does it cause central nervous stimulation, jitters, 


insomnia or tachycardia. 
(HI) LABORATORIES Neo-Synephrine solutions and sprays produce shrink- 
New York 18, N. Y. 


age of tissue without interfering with ciliary activity 
or the protective mucous blanket. 


® For wide latitude of effective and safe treatment, 

= Neo-Synephrine hydrochloride is available in nasal 
(Brand of phenylephrine hydrochloride) sprays for adults and children; in solutions from 
hydrochloride 


144% to 1%; and in aromatic solution and water 
NASAL SOLUTIONS AND SPRAYS soluble jelly. 
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for chronic bronchitis 


etrex.. 


effective control of pathogens...with an unsurpassed record of safety and tolerance 


SUPPLY: TETREX Capsules—tetracycline phosphate 
complex—each equivalent to 250 mg. tetracycline HC! 
activity. Bottles of 16 and 100. 
BRISTOL LABORATORIES, SYRACUSE, NEW 


TETREX Syrup —tetracyclina (ammonium polyphosphate 
Div. of Bristol-Myers Co 


buffered) syrup—equivalent to 125 mg. tetracycline HCI 
activity per 5 ml. teaspoonful. Bottles of 2 fl. oz. and 1 pint 
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HOMOGENEOUS GROUPING 


AT DEVEREUX SCHOOLS children of similar 
maturity, aptitude, and type of problem are 
homogeneously grouped in separate school- 
units. There are a total of twenty-two semi- 
autonomous residential units in Pennsylvania, 
California, and Texas. Each unit maintains its 
own highly individualized curriculum without 
losing its homelike atmosphere. 


Remedial education at Devereux Schools 
extends from kindergarten through high school. 
General or college preparatory courses can be 
pursued. Available to each student, as needed, 
are the professional resources of The Devereux 
Foundation, which employs a multidisciplined 
approach to his problems. This method com- 
bimes the principles of psychiatry, psychology, 
medicine, and education to provide the thera- 
pies that will benefit him the most. 


Physicians and Parents in the Southwest Please Write to 


Devereux Schools of Texas 
Box 336, Victoria, Texas 


JOHN M. BARCLAY 
Administrator 


GEORGE A. CONSTANT, M.D. 
Psychiatric Consultant 


WILLIAM A. GOODSPEED, M.S. 
Psychologist 


THE 
DEVEREUX 
FOUNDATION 
A nonprofit organization CAMPS 
Founded 1912 TRAINING 
Devon, Pennsylvania 
RESEARCH 


Santa Barbara, California 
Victoria, Texas 


SCHOOLS 
COMMUNITIES 


The Devereux Foundation 
Devon, Penna. 


HELENA T. DEVEREUX 
Administrative Consultant 


EDWARD L. FRENCH, Ph.D. 
Director 


WILLIAM B. LOEB 
Treasurer 
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for every phase of cough... 
comprehensive relief 


MABENYL EXPECTORANT 


BEN’. EXPECTORANT quickly comforts the 
ughirg patient because it is formulated to 
lieve all phases of cough due to upper 
spiratory infections or allergies. Combining 


bodryl®—potent antihistaminic; Benadryl®— 
e time-tested antihistaminic-antispasmodic; 
d three well-recognized antitussive agents, 
BENYL EXPECTORANT: 
soothes irritation +» quiets the cough reflex 
Hecongests nasal mucosa « facilitates expec- 
ration » decreases bronchial spasm - and 
Stes good, too. 


Each fluidounce of AMBENYL EXPECTORANT © contains: 
Ambodryl® hydrochloride 
(bromodiphenhydramine hydrochloride, Parke-Davis) 
Benadryl® hydrochloride 56 mg. 
(diphenhydramine hydrochloride, Parke-Davis) 
Dihydrocodeinone bitartrate 
Ammonium chloride 
Potassium guaiacolsulfonate 
Menthol 
Alcohol 


Supplied: Bottles of 16 ounces and 1 gallon. 


Dosage: Every three or four hours—adults, 1 to 2 tea- 
spoonfuls; children ¥2 to 1 teaspoonful. 


@Exempt narcotic 


PANY 
PARKE, DAVIS & COM PARKE -DAVIS 
Detroit 32, Michigan 
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